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Cognitive-Behavioral Therapy For Adults With Panic Disorder: Who Does Not
Benefit, And Why?
Abstract
Although cognitive-behavioral therapy (CBT) represented a breakthrough in efficacious treatment of panic
disorder, a substantial minority of patients fail to respond. Identifying which individuals benefit from CBT
and which do not—and why—facilitates efforts to tailor and develop treatments for those not currently
being helped. Nevertheless, few replicated predictors of outcome have been identified, and little is
understood about the mechanisms of known predictors. While the focus of Chapters 1 and 2 is on
elucidating an established predictor of poor outcome—hostile resistance (combative behavior directed at
therapists)—in Chapter 3 we seek to identify novel predictors. Specifically, in Chapter 1 we employed a
mixed-method approach to understand which patients became hostilely resistant in CBT and why.
Compared to their never-hostile counterparts, hostilely resistant patients had more personality pathology,
found treatment less credible, and had lower expectancy for improvement. However, grounded theory
analyses revealed that, while patient characteristics are important, most often patient factors interacted
with therapist failures (particularly of empathy) and treatment factors to produce hostility. In Chapter 2,
we examined how hostile resistance translates into worse outcomes by evaluating two putative
mediators—therapist adherence and working alliance. Results indicated that neither accounted for
hostility’s association with attrition or worse symptomatic improvement, nor were these factors
independently predictive of CBT outcome. In Chapter 3 we sought to identify novel prognostic and
prescriptive factors by testing hypotheses drawn from clinicians’ observations. Of 17 clinical intuitions
about barriers to treatment progress examined, none were empirically borne out; in fact, clinicians’
agreement on a putative barrier was inversely related to the strength of a predictor and, contrary to
clinicians’ beliefs, dissociation during panic predicted improved response. Moderation analyses revealed
that CBT outperformed psychodynamic therapy for patients with posttraumatic-stress disorder and less
severe panic. This research adds to the breadth and depth of the outcome prediction literature, testing a
wider range of variables and elucidating the origins of a known predictor. Taken together, findings point to
the importance of training in common factors, flexible applications of treatment manuals, therapists’
management of powerful emotional reactions, and skepticism of empirically untested clinical intuitions.
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ABSTRACT
COGNITIVE-BEHAVIORAL THERAPY FOR ADULTS WITH PANIC DISORDER:
WHO DOES NOT BENEFIT, AND WHY?
Rachel A. Schwartz
Dianne L. Chambless
Although cognitive-behavioral therapy (CBT) represented a breakthrough in efficacious
treatment of panic disorder, a substantial minority of patients fail to respond. Identifying
which individuals benefit from CBT and which do not—and why—facilitates efforts to
tailor and develop treatments for those not currently being helped. Nevertheless, few
replicated predictors of outcome have been identified, and little is understood about the
mechanisms of known predictors. While the focus of Chapters 1 and 2 is on elucidating
an established predictor of poor outcome—hostile resistance (combative behavior
directed at therapists)—in Chapter 3 we seek to identify novel predictors. Specifically, in
Chapter 1 we employed a mixed-method approach to understand which patients became
hostilely resistant in CBT and why. Compared to their never-hostile counterparts,
hostilely resistant patients had more personality pathology, found treatment less credible,
and had lower expectancy for improvement. However, grounded theory analyses revealed
that, while patient characteristics are important, most often patient factors interacted with
therapist failures (particularly of empathy) and treatment factors to produce hostility. In
Chapter 2, we examined how hostile resistance translates into worse outcomes by
evaluating two putative mediators—therapist adherence and working alliance. Results
indicated that neither accounted for hostility’s association with attrition or worse
v

symptomatic improvement, nor were these factors independently predictive of CBT
outcome. In Chapter 3 we sought to identify novel prognostic and prescriptive factors by
testing hypotheses drawn from clinicians’ observations. Of 17 clinical intuitions about
barriers to treatment progress examined, none were empirically borne out; in fact,
clinicians’ agreement on a putative barrier was inversely related to the strength of a
predictor and, contrary to clinicians’ beliefs, dissociation during panic predicted
improved response. Moderation analyses revealed that CBT outperformed
psychodynamic therapy for patients with posttraumatic-stress disorder and less severe
panic. This research adds to the breadth and depth of the outcome prediction literature,
testing a wider range of variables and elucidating the origins of a known predictor. Taken
together, findings point to the importance of training in common factors, flexible
applications of treatment manuals, therapists’ management of powerful emotional
reactions, and skepticism of empirically untested clinical intuitions.
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CHAPTER 1
Antecedents of Hostile Resistance in Cognitive-Behavioral Therapy for Panic
Disorder: A Mixed-Methods Investigation

1

Abstract
Objective: Hostile resistance (openly combative behavior directed at the therapist)
predicts poor outcomes in cognitive-behavioral therapy (CBT) for panic disorder, but its
origins are poorly understood. It is important to have a holistic understanding of the
etiology of patients’ hostile resistance that incorporates the therapeutic context if these
behaviors—and their negative consequences—are to be prevented. Method: Adults with
primary panic disorder (N = 56) received CBT as part of larger trial. A mixed-methods
approach was used to compare patients who had been hostilely resistant in session to
those who had never been hostile. In grounded theory analyses, the 10 minutes of session
preceding instances of hostile resistance and matched portions of sessions from never
hostile controls were coded. Results: Quantitatively, hostilely resistant patients had
significantly more personality disorder traits (r = .31) and expressed lower treatment
credibility (r = -.72) and expectancy (r = -.42) than non-hostile controls. Qualitatively,
two pathways to hostile resistance emerged—one in which patient characteristics were
primary, and one wherein therapist failures (particularly of empathy) were primary.
Being a challenging patient (i.e., narcissistic, obsessive, angry, resistant) moderated
which pathway was followed. However, even among challenging patients, rarely was
hostile resistance attributable to patients’ dispositions alone. Most often, patient factors
interacted with therapist and treatment factors to produce such resistance. Conclusions:
Contrary to the view of hostile resistance as simply a product of a hostile patient, the
picture is more complex. Findings indicate that greater attention to common factors in
CBT and more flexible applications of treatment protocols is warranted.
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Antecedents of Hostile Resistance in Cognitive-Behavioral Therapy for Panic
Disorder: A Mixed-Methods Investigation
Cognitive-behavioral therapy (CBT) represented a breakthrough in efficacious
treatment of panic disorder; still, approximately 40% of patients do not respond (Loerinc
et al., 2015). Who are these patients? While few predictors have been identified (Porter &
Chambless, 2015), a recent study found that panic clients observed to express hostile
resistance in CBT sessions went on to have significantly worse outcomes than their nonhostile counterparts (Schwartz, Chambless, McCarthy, Milrod, & Barber, 2018).
Resistance in a CBT framework refers to verbal or nonverbal client behaviors that go
against the direction set by the therapist (e.g., homework noncompliance, arguing, not
answering; Miller & Rollnick, 2012). Hostile resistance is defined as resistance delivered
in an openly combative manner that communicates a personal attack on the therapist
(e.g., disparaging the therapist’s competence, methods, or personal qualities; Westra,
Aviram, Kertes, Ahmed, & Connors, 2009). In Schwartz et al.’s (2018) sample, hostile
resistance was coded in 10% of sessions and included such statements as angrily asking:
“Do you realize who you’re speaking with?”
Contrary to the belief that resistance in general impedes treatment progress
(Beutler, Moleiro, & Talebi, 2002), Schwartz et al.’s (2018) findings suggest that the
detrimental effects of resistance may be specific to its hostile form: While overall
resistance was unrelated to outcome, hostile resistance early in treatment predicted drop
out, and at mid-treatment predicted poor subsequent panic symptom improvement—even
after established predictors of outcome in this sample (e.g., expectancy; Chambless et al.,
3

2017) were controlled. These findings align with research indicating that unresolved
ruptures in the working alliance result in worse outcomes (Eubanks, Muran, & Safran,
2018), as well as with a wider literature identifying anger and hostility as difficult
emotions that can derail treatment and maintain psychopathology. Though Schwartz et al.
(2018) is the only study to examine the relation between hostile resistance and
symptomatic outcome, a few others have linked hostility directed at the therapist to other
processes, such as poor therapist competence in interpersonal therapy (IPT) for
depression (Foley, O'Malley, Rounsaville, Prusoff, & Weissman, 1987) and introject
change in time-limited psychodynamic therapy for general outpatients (Henry, Schacht,
& Strupp, 1990). Other research has investigated hostile behavior more generally (i.e.,
hostility not necessarily directed at the therapist), and similarly found that client hostility
impedes treatment. For instance, higher patient-reported interpersonal aggression has
been linked to worse therapist competence/adherence and anxiety reduction in CBT for
panic disorder (Boswell et al., 2013; Cassiello-Robbins et al., 2015). This research also
suggests that therapists treating panic disorder may be at an especially heightened risk of
encountering hostility, as panic patients exhibit elevated levels of anger and aggression
compared to depressed (Gould et al., 1996), healthy (Fava et al., 1993), and other anxiety
(Moscovitch, McCabe, Antony, Rocca, & Swinson, 2008) populations.
Therefore, client hostility is an important negative prognostic marker that may be
especially detrimental to the treatment of panic disorder. To the extent that hostile
resistance is an indication that something is awry in the treatment process or plays a
causal role in derailing therapy, it is imperative to understand the etiology of hostile
4

resistance if these behaviors, the factors that contribute to them, and their negative
sequelae are to be prevented. However, very little is known about the factors that
contribute to the emergence of hostile resistance in CBT. No studies have examined
predictors of hostile resistance in CBT for panic disorder specifically, and the few studies
that have examined hostile resistance in other populations have evaluated only a limited
range of putative predictors. While low treatment expectancy and credibility have been
linked to hostile resistance in CBT for generalized anxiety disorder (Ahmed, Westra, &
Constantino, 2012) and IPT for depression (Foley et al., 1987), several other clinical
variables with theoretical relevance have yet to be examined. For instance, more
personality disorder traits and comorbid diagnoses (particularly depression) have been
linked to greater resistance, problematic interpersonal behavior, and self-reported anger
attacks in panic disorder (Gould et al., 1996; Weck et al., 2016; Zickgraf et al., 2015), but
have not been evaluated in relation to hostility directed at the therapist. Other unexplored
variables that may have utility in predicting hostile resistance include predictors of poor
outcome in CBT for panic more broadly, such as having an earlier age of panic onset,
agoraphobia, and higher functional impairment (Chambless et al., 2017; Porter &
Chambless, 2015), as well as self-reported interpersonal aggression measures and clinical
variables shown to correlate with these scores, such as higher panic severity (CassielloRobbins et al., 2015).
The extant literature is also limited by a narrow focus on dispositional qualities of
the patient alone, without accounting for the broader therapeutic context. That hostile
resistance was only modestly correlated (κ = .34) within patients over time in Schwartz et
5

al.’s (2018) sample contradicts the view of hostility as strictly a patient trait. Rather, in
line with CBT’s view of resistance as the product of a complex and fluid interpersonal
process (Miller & Rollnick, 2012), patient, therapist, and treatment factors may all play a
role in the occurrence of hostile resistance. Nevertheless, the contributions of therapist
and treatment characteristics to client hostility remain poorly understood. Poor therapist
competence and adherence have been linked to observer- and self-rated patient hostility
in IPT for depression (Foley et al., 1987) and CBT for panic disorder (Boswell et al.,
2013), respectively, though the direction of the association is unclear. Several therapist
factors related to resistance more broadly may contribute to hostile resistance but have
not yet been investigated, including: early feelings of anger toward clients (Westra,
Aviram, Connors, Kertes, & Ahmed, 2012), fewer empathic statements (Hara, Westra,
Constantino, & Antony, 2018), and lower working alliance (e.g., Watson & McMullen,
2005; Weck et al., 2016).
To date, no treatment factors have been identified as predictors of hostile resistance,
even though different interventions have been shown to elicit distinct types of resistance
(Watson & McMullen, 2005). Only one such factor—treatment directiveness—has been
examined in relation to resistance broadly: Several studies have shown that more
directive interventions lead to higher resistance, while more supportive strategies reduce
resistance (Beutler et al., 2002). Beyond directiveness, it is unknown how other features
of a given intervention may contribute to resistance in general and hostile resistance in
particular. Such research is needed to guide clinicians in managing resistance while
remaining within a CBT model, in that Zickgraf et al. (2015) found that CB therapists
6

faced with resistance were likely to go off protocol and turn to interventions from other
treatment modalities. There may also be factors specific to receiving treatment through a
randomized controlled trial (RCT) that contribute to hostile resistance, such as having
been assigned to one’s non-preferred treatment.
Given our limited understanding of how hostile resistance arises, this paper will
employ a mixed-methods approach to identify patient, therapist, treatment, and
interactional factors that predict hostile resistance in the context of CBT for panic: Which
clients become hostile, why, and what role might therapists and the treatment play? Our
aim is to develop a holistic theoretical framework that incorporates the broader
therapeutic context to explain the emergence of hostile resistance, thereby guiding efforts
to prevent such resistance and its contributing factors and improve outcomes. In addition
to examining quantitative factors with a priori relevance to client hostility, grounded
theory (GT; Glaser & Strauss, 2017) qualitative methods will be used to give context to
quantitative findings and generate novel hypotheses that address causality. GT is
concerned with constructing, rather than testing, theory, by remaining “grounded” in the
data. For new and developing areas of research, such as hostile resistance’s etiology, this
methodology confers the advantage of being unconstrained by preconceptions as to
which variables will prove important. Moreover, by allowing us to incorporate the
complexities of the therapeutic context and the interactional nature of patient, therapist,
and treatment factors, GT promotes the development of a richer and more nuanced
understanding of hostile resistance’s emergence.
Method
7

Video recordings and quantitative data were collected as part of a two-site RCT
comparing the efficacy of three different therapies for panic disorder (Milrod et al.,
2016). The CBT arm, which followed a modified version of Panic Control Therapy
(PCT; Craske, Barlow, & Meadows, 2000), is the focus of the present study. Patients
randomized to CBT participated in up to 24 biweekly 45-minute sessions over 12 weeks.
Sessions 2 (psychoeducation) and 10 (cognitive restructuring) were coded for resistance
for Schwartz et al. (2018). Informed written consent was obtained from all patients. This
research was conducted with the approval of the Institutional Review Boards of both
sites. Treatment was offered gratis from 2006-2011.
Therapists
Eight doctoral-level clinicians (75% women, 100% White) administered CBT in
this sample. Therapists had between 3 and 20 years of post-graduate clinical experience
(M = 9.5, SD = 6.1) and treated between 4 and 12 study patients (M = 7.0, SD = 3.0). Five
therapists (3 women, 2 men) had at least one client who expressed hostile resistance.
Quantitative Analyses
Participants.
Of the 81 randomized to CBT, 56 adults with primary panic disorder were
included in this study based on the availability of video recordings of CBT Sessions 2
and 10 (Schwartz et al., 2018). Forty (71.4%) patients were White, 11 (19.6%) were
African American, and 5 (8.9%) were Asian; 8 (14.3%) identified as Hispanic. Additional
demographic information is reported in Table 1.1. Patients were excluded from the trial if
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they were acutely suicidal, dependent on substances, in concurrent therapy, or had a
history of psychosis or mania.
In-session hostile resistance was reliably coded using the Client Resistance Code
(Westra et al., 2009) as part of a sister study (Schwartz et al., 2018, which contains
greater detail on procedures related to resistance coding). Coders watched Sessions 2 and
10 in their entirety and rated 30-second bins for peak resistance severity, from 0 (no
resistance) to 3 (hostile resistance). Patients were identified as ever hostile if either
session contained at least one code of 3. Eight (14.3%) patients, representing 14 instances
of hostility over 10 distinct sessions (5 Session 2s), comprised the ever hostile group,
which had a mean age of 45 (SD = 12.6). Of the ever hostile patients, 6 were male and 2
female; 6 were White and 2 Black; 1 identified as Hispanic.1 The remaining 48 patients
were considered to have been never hostile.
Measures.
Questionnaires. The Attitudes and Expectations Questionnaire was developed
for this study to assess treatment preference (CBT, other, none) prior to random
assignment. The Credibility/Expectancy Questionnaire measured treatment credibility (2
items; e.g., “At this point, how logical does the therapy offered to you seem?”) and
1

Given our aim of elucidating the phenomenon of hostile resistance in the context of a
small sample, we implemented an additional review process to ensure that our sample
comprised cases for which there was strong agreement that clients’ behavior represented
clear hostile resistance. Rachel Schwartz and Dianne Chambless independently reviewed
each hostile resistance code from Schwartz et al. (2018) and rated whether the behavior
rose to the level of hostility. If both raters agreed that the incident did not constitute clear
hostile resistance, the code was removed. This resulted in the elimination of two patients
who had been included in the ever hostile group in Schwartz et al. (2018). Subsequently,
relevant outcomes (attrition, responder status) were consulted for these two patients: Both
were found to have good outcomes—bolstering our confidence in the decision to redesignate these patients in order to elucidate the intended effect.
9

expectancy (3 items; e.g., “By the end of therapy, how much improvement in your
panic/anxiety do you think will occur?”) at Session 2. Items were converted into z-scores
and averaged. Both factor analytically derived scales are psychometrically sound (Devilly
& Borkovec, 2000). Following Pilkonis, Kim, Proietti, and Barkham (1996) we
calculated an interpersonal aggression score from 4 items of the Inventory of
Interpersonal Problems-Shortform (Alden, Wiggins, & Pincus, 1990), a measure of
interpersonal problems.2 At baseline, patients rated the extent to which they agreed with
(from 1/not at all to 4/extremely): “I fight with other people too much,” “I argue with
other people too much,” “I am too aggressive toward other people,” and “I want to get
revenge against people too much.” Ratings were summed. The composite had excellent
internal consistency in our sample (α = .92). The 3-item Sheehan Disability Scale
(Sheehan, 1983), which measured baseline functional (social, family, work) impairment,
has good reliability and validity in panic patients (Leon, Shear, Portera, & Klerman,
1993). The 12-item Working Alliance Inventory (Tracey & Kokotovic, 1989) was
administered to therapists and patients at Session 2 to assess the strength of the
therapeutic alliance (bond, agreement). Items were averaged, such that scores ranged
from 1 (poor) to 7 (strong). Both versions have excellent internal consistency (Busseri &
Tyler, 2003).
Interviews. Masters- or doctoral-level independent evaluators uninformed as to
treatment and therapist assignment conducted and reliably rated all interview measures
(see Milrod et al., 2016 for reliability data). The Anxiety Disorders Interview Schedule
2

Because the parent trial used the short-form IIP, we only had 4 of the 7 items
comprising the IIP-aggression subscale recommended by Pilkonis et al. (1996).
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for DSM-IV (ADIS-IV; Brown, DiNardo, & Barlow, 2004) was used to assess the
presence of panic disorder, agoraphobia, depression, and other comorbidities at baseline,
as well as age of panic onset. The 7-item Panic Disorder Severity Scale (PDSS), which
has strong convergent and discriminant validity (Shear et al., 1997), provided a measure
of panic severity at baseline. The Structured Clinical Interview for DSM-IV Axis II
(SCID-II; First, Spitzer, Gibbon, Williams, & Benjamin, 1996) was used to assess
personality disorders and traits at baseline. Given the rarity of each individual personality
disorder in this sample, analyses use a continuous variable representing the total number
of SCID-II traits for which a patient met criteria. Interrater reliability for the continuous
variable was excellent in a subset of CBT patients in this trial, ICC (2,1) = .92 (Zickgraf
et al., 2015).
Statistical Analyses.
All analyses examined whether ever hostile patients differed from never hostile
patients on a given predictor variable. For ordinal and dichotomous predictors,
independent Mann-Whitney U and chi-square tests were used, respectively. For
continuous variables, independent t-tests were conducted when variables were normally
distributed or could be normalized with a linear transformation. Otherwise, a MannWhitney U test was used. Analyses were conducted in SPSS 23.0. Power analyses
conducted with G*Power 3 (Faul, Erdfelder, Lang, & Buchner, 2007) determined that,
with sample sizes ranging from 33 to 56 depending on the analysis, we had 80% power to
detect point biserial rs in the range of .36-.45. For chi-square tests, however, power was
estimated to be no higher than 27%. Accordingly, effect sizes are emphasized over
11

statistical significance (with effects of at least medium size being interpreted). Thus,
quantitative analyses should be viewed as exploratory and serving as a guide for future
research.
Qualitative Analyses
Participants.
The ever hostile group was identical in both sets of analyses. Of the larger group
of never hostile patients, five—one for each therapist who encountered hostile
resistance—were selected to form a never hostile control group for qualitative analyses.
The control group comprised four White/one Black and three male patients, as well as
three Session 10s/two Session 2s—such that groups were approximately matched on
gender, race, therapist, and session composition.
Procedure.
Transcripts and videos of the 10 minutes of session preceding instances of hostile
resistance, as well as matched portions of sessions for never hostile controls, were
analyzed using a GT framework in NVivo 12 software. Open coding of all materials in
randomized order was completed by the first two authors (Rachel A. Schwartz and
Dianne L. Chambless), who first applied codes independently and then met after coding
each session to resolve disagreements through consensus. During the open coding phase,
all therapist and client behaviors in the 10-minute interval were coded, with codes
capturing concepts (of any length of text) with similar meanings and themes (see
Appendix A). These codes were refined and grouped into higher-order categories as more
sessions were coded. Over time, certain concepts emerged as particularly relevant to the
12

presence of hostile behavior. Only these codes are discussed in the present manuscript,
but the full codebook is presented in the Appendix to illustrate our process. After all
sessions had been coded, both coders reviewed and reached consensus on all materials a
second time to ensure that coding decisions had remained consistent throughout.
Throughout coding, RAS recorded emerging ideas about theory in a session-specific
memo—the collection of which formed the basis for much of the theory presented in this
paper. Theory was also derived using constant comparison, particularly comparisons of
ever hostile versus never hostile patients, and of sessions within a given therapist. Once a
comprehensive theory was developed using these methods, RAS presented it to DLC for
modification and verification.
Coders.
Coder 1 (RAS) is a clinical psychology Ph.D. candidate and Coder 2 (DLC) a
Professor of Psychology at the University of Pennsylvania. Both study psychotherapy
process and outcome predictors and have received advanced training in CBT for anxiety;
DLC also has training in psychodynamic and process-experiential psychotherapy. Having
served as the CBT supervisor at the Penn site in the parent trial, DLC had extensive
familiarity with patients (six ever hostile, four never hostile) who received treatment at
Penn. The qualitative tradition recognizes that researcher bias cannot be eliminated, and
should thus be monitored and used judiciously to inform data analysis and interpretation
(Auerbach & Silverstein, 2003). As such, the impact of DLC’s prior exposure was
continuously reflected upon, and her observations from viewing an extensive sample of
CBT sessions were cautiously harnessed as a source of knowledge at times.
13

Results
Quantitative
Results and descriptives are presented in Table 1.1. The ever hostile and never
hostile groups were demographically similar (in terms of gender, age, and education; all
ps > .16). Fourteen variables with putative relevance to hostile resistance were examined;
of these, 3 (all patient variables) were significantly related to being ever hostile: (a) Ever
hostile patients reported lower expectancy for improvement (M = -0.92, SD = 1.05) than
never hostile patients (M = 0.21, SD = .89) at a medium-to-large effect, t(31) = 2.54, p =
.02, rpb = -.42, CI95% [-66, -.08]; (b) treatment credibility was even more strongly
related to client hostility: At a large effect, ever hostile patients reported less credibility
(Md = -0.91, IQR = [-1.93, 0.20]) than those who were never hostile, Md = 0.48, IQR = [0.10, 0.88], U = 19.50, p = .01, rank biserial r = -.72; (c) finally, ever hostile patients met
criteria for more personality disorder (SCID-II) traits at baseline (M = 12.63, SD = 7.46)
than patients who were never hostile (M = 6.58, SD = 6.01, t(54) = -2.38, p = .02, rpb =
.31, CI95% [.05, .53]). This effect was medium in size. All other effect sizes were in the
negligible-to-small/medium range, ps > .06.
Qualitative
As depicted in Figure 1.1, two overall pathways to hostile resistance emerged,
moderated by whether the patient was judged to be challenging (i.e., narcissistic,
obsessive, angry, or generally resistant). In the first, and more common, pathway, patient
qualities were primary; in the second, therapist failures—particularly in empathy—were
primary. Each pathway and its subsidiary arms are described below, with illustrative
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examples from session transcripts. To maintain confidentiality, anonymized identifiers
are used: P1-P8 refers to ever hostile patients, T1-T5 to therapists, and C1-C5 to never
hostile controls (whose numerical identifiers match those of their therapists). Some
quotations have been modified slightly to enhance readability or remove identifying
information. Codes and concepts relevant to Figure 1.1 are marked in bold.
Pathway 1: Challenging Patient is Primary.
The first pathway starts with the presence of a challenging patient, by which we
mean patients who pose difficulties for therapists in the management of the session.
Challenging patients possess at least one of the following dispositions: (a) Narcissism,
as evidenced by frequent expressions of one’s own specialness and entitlement; (b)
Obsessiveness, as evidenced by over-concern with perfect accuracy of reports and
detailed monologues; (c) Anger, or frequently expressing disparaging, offensive, or
dismissive comments, humor, or body language; (d) Consistent resistance, or persistently
exhibiting clear yet non-hostile forms of non-cooperation and treatment-interfering
behaviors (i.e., homework noncompliance, tardiness/poor attendance, clear
opposition/arguing, not answering questions, setting own agenda). Qualities were judged
to be dispositional, rather than a product of therapist or treatment factors, when they were
observed frequently (over one or multiple sessions) and/or they were temporally
positioned in such a way that they appeared unprompted (e.g., if a patient walked into
session angry). Of the eight ever hostile patients, six (across eight sessions) were judged
to be challenging (3 angry, 2 obsessive, 3 narcissistic, 4 resistant).3 In contrast, there were
3

The narcissistic and obsessive designations do not necessarily signify the presence of
narcissistic (NPD) or obsessive-compulsive (OCPD) personality disorders, respectively.
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no challenging patients in the never hostile group. Rather, control patients were
overwhelmingly cooperative, engaged, and attentive, exhibiting minimal resistance of
any kind. Some appeared dispositionally easygoing, in that they responded cooperatively
and non-defensively even in the face of therapists’ mistakes and difficult tasks (e.g.,
exposures). As shown in Figure 1.1 (Pathway #1), challenging patients became hostile
through a number of distinct sub-paths, discussed in turn.
Direct pathway to hostile resistance. In at least one case (P1/T1), a patient’s
challenging disposition appeared sufficient to produce hostility, irrespective of the
therapist’s behavior or qualities of the intervention being employed. P1 exhibited
dispositional anger and narcissism: He entered the room in Session 2 already relaying
anger (towards a woman making a complex order at the coffee shop: “‘Lady, just get a
cup of coffee. There’s nine people in line.’”), and then went on to make several
disparaging comments about women to his female therapist (e.g., referring to his
girlfriend as “the bitch”). Throughout the segment, the patient persistently attempted to
assert his dominance, using dismissive humor and body language (e.g., smirks, power
poses), cutting the therapist off to redirect the agenda, and telling his therapist that he
“wouldn’t care” if he were “in trouble” in therapy or “give a shit” about what she thinks.
That this patient displayed four instances of hostility within 7 minutes, and that the first
of these occurred within the first minute of session, strongly suggests a direct pathway to
hostile resistance, whereby the patient became hostile simply because he was already
These codes were based on the observation of behaviors in session, not on diagnostic
interviews. Nevertheless, cross-checking these codes with diagnostic data revealed that 2
of 3 qualitatively narcissistic clients met criteria for NPD at baseline, and 2 of 2 obsessive
patients met criteria for OCPD. On average, ever hostile patients met criteria for 1.75
personality disorders, while never hostile patients met criteria for 0.40 diagnoses.
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predisposed to angry, hostile behavior. Our impression is bolstered by his offensive
behavior to members of the research staff, especially to women.
Interaction with therapist behaviors. More commonly, being a challenging
patient led to hostile resistance by way of eliciting poor responses from therapists. Often
these responses took the form of empathy failures (i.e., missed opportunities to express
empathy or acknowledge an important insight/achievement, empathic expressions that
were non-accurate or emotionally disconnected), displays of therapists’ own annoyance
(e.g., forcefully cutting off patients), and rigid adherence to the protocol at the expense
of empathy. At the extreme, challenging patients’ behavior was even found to evoke
hostility/severe criticism and laughter at the patient’s expense from therapists. These
responses exacerbated a situation that might have otherwise been defused with more
empathy, supportiveness, or flexibility—leading to clients’ hostility.
Grounded example. One therapist (T2) had such a strong emotional reaction to a
challenging patient (P2) that—unable to mask her frustration—she actually laughed at the
patient’s expense in Session 2, was herself hostile in Session 10, and committed a series
of empathy failures. P2 was dispositionally obsessive and resistant, which often
translated into excessively detailed monologues, agenda setting struggles, and clear
opposition to the therapist’s direction. The therapist’s frustration with these behaviors
appeared to impede her ability to offer empathy in Session 2, when P2 repeatedly
expressed his “malaise” and “very deep despair.” The therapist either did not attempt
empathy at all (“We could just keep an eye on it”) or, when she did, only managed
empathic statements that were emotionally disconnected or non-accurate, which the
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patient swiftly disputed. These empathy shortcomings formed the foundation for the
rupture that followed, when the therapist laughed at the patient’s response to a question—
embarrassing him and prompting him to respond forcefully, defensively, and hostilely.
P2’s hostility in Session 10 followed a similar pattern. The therapist, clearly irritated with
the patient’s persistent opposition to exposure ideas, showed her frustration with hostility
of her own:
T2: What would it be like to start a car right now?
P2: I don’t wanna, I don’t wanna start a car…. Yeah, I won’t do it.
T2: So, just starting a car, that would be uncomfortable? What about just getting
behind the driver’s seat without even putting the key in the ignition?
P2: Let’s go somewhere else. I don’t wanna start with the car ‘cause I’m not
gonna do it.
T2: You’re not gonna do what?
P2: Go drive.
T2: Well, you don’t have to drive. You could just do something that’s minor for
now.
P2: I’m not gonna get there.
T2: You’re not gonna, you wouldn’t even get behind the wheel?
P2: Nope.
T2: Not even behind the wheel and not start the ignition?
P2: No….
T2: It sounds like there are a number of potential options. Another option would
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be to speak in public, no?
P2: (shaking head “no”) I don’t want to do that.
T2: (hostilely) Well, of course, you don’t wanna do anything...
Shortly thereafter, P2 responded with his own hostility. In both of P2’s sessions,
then, the therapist engaged in damaging behaviors—apparently stemming from very
understandable frustration—that escalated rather than defused an already tense dynamic,
leading to hostility.
Grounded examples involving therapists’ dispositions. Occasionally, poor
responses were the product of an interaction between therapists’ own dispositional
qualities and those of challenging patients. In one case (P3/T3), a challenging patient’s
chronic resistance exacerbated the therapist’s hectoring/critical transactional style,
characterized by a directive, and at times patronizing, finger-wagging tone. This style
was evident in all three sessions rated for the therapist, but did not always lead to a
hostile escalation. In fact, with her easygoing control (C3), this style came across as
jovial: With a cooperative patient, the therapist’s tendency to offer the occasional,
figurative slap on the wrist, and address her client as a teacher might her student (e.g.,
“young man”) amounted to a mild, even playful, rebuke. When T3 seemed frustrated with
a patient’s persistent noncompliance, however, this critical style became genuinely harsh
and scolding. At one point in P3’s Session 10, the therapist responded to the patient’s not
having completed her homework—apparently a regular occurrence—with overtly hostile
criticism:
T3: Did you do your panic diaries? Did you fill them out?
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P3: No. No (laughs). No, I didn’t.
T3: And…
P3: Don’t be mad at me, please.
T3: (in a cold voice tone) Listen, I’m neither mad nor happy, I’m like neutral.
P3: I mean, I have them in my head… I’ll go back and, you know, fill [the
diaries] in.
T3: I know, but let me tell you what the problem is with doing it retrospectively.
Retrospectively, sometimes the situation can look far worse than it actually was.
And so you don’t have an accurate perspective of what’s actually happening. The
second thing you have to know is you’re here in this treatment for you, not for
me, not for anybody else. And you’re the loser if you don’t do the homework.
Because then you don’t gain the skills in the given period of time. So that’s what
you have to remember.
The therapist’s exasperation with P3’s chronic resistance also appears to interfere
with her ability to offer praise and empathy in the limited opportunities available. For
instance, after uncovering more homework noncompliance, the therapist misses an
opportunity to empathize with the patient’s distress about her health, mental state, and
worsening panic—instead doubling down on a critical style that, in the context of
frustration, no longer seemed jovial:
P3: I have that [log] in here somewhere. Umm, this week’s been bad. I don't
know where I put [my homework]. It's with my panic diaries... I’m focusing on
this health issue again.
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T3: Well here’s my question, why do you focus on that when what you really
need to be focusing on is mastering the panic?
P3: Yeah, I don’t know why I’m focusing on that, that’s why I’m here, I guess.
I’m nutty.
T3: No, seriously, why do you think you focus on the, on the…
P3: On the health? I don’t know. I have no idea. ‘Cause I remember even doing it
before my mom died so it’s not… like I think maybe it’s worse after that. Ten
times worse.
Finally, apparently unable to contain her frustration, the therapist laughs at the
patient’s expense, making light of a symptom the patient experienced as distressing: “So,
you experienced two particular symptoms and then the third one you kind of
confabulated (laughs) in terms of talking weird.” Seemingly in response to T3’s empathy
failures, hostility, and unwelcome laughter, the patient becomes increasingly defensive,
apprehensive, and quick to act out—ultimately hostilely. Just as with T2/P2, had the
therapist been better able to conceal her frustration, or overcome it enough to praise or
empathize with the patient in key moments before pressing for a change in behavior, in
our view the overall tone of the session would have been greatly improved, and hostile
resistance prevented.
A second poor temperamental fit was detected between one therapist (T4), who
was dispositionally rather matter of fact rather than overtly warm in interactions with
clients, and a challenging patient with dispositional anger (P4). P4 was visibly upset
throughout her Session 2 segment, crying and even panicking as she delivered long, off21

protocol monologues. In an appropriate effort to stay on protocol, the therapist made
several attempts to curtail these monologues and redirect the patient. However, his
delivery of these redirections was not particularly warm or empathic. For instance, as the
patient wept after relaying a particular insecurity about her daughter, the therapist
responded: “Right. Right. I might have to corral you a bit.” As we see with T4’s never
hostile control (C3), this matter of fact style was not inherently problematic—so long as
clients were not often in a state where warmth might be desired. However, in the context
of a patient like P4, who was in acute distress, prone to anger, and veered extensively
away from the session protocol, it constituted rigid adherence at the expense of empathy
that led to significant fallout. Clearly irritated and possibly feeling condescended to, P4
responded forcefully, defensively and, ultimately, hostilely to T4’s inattentiveness to her
distress and efforts to rush her along and get her back on track. She dropped out of
treatment.
Interaction with treatment characteristics. In other cases, hostile resistance
resulted from a poor fit between challenging patients’ characteristics and those of the
treatment. Two aspects of the treatment were particularly at odds with challenging
patients’ dispositions. First, the treatment, and especially its emphasis on exposure, was
very directive: Among narcissistic clients, being told what to do risked triggering anger
or being viewed as a challenge to one’s intelligence. Second, whereas some CBT
protocols are flexible or principle-driven, this treatment was highly structured: Each
session had a standardized agenda, and the mandate of adherence in the context of a study
afforded minimal flexibility. As a result, obsessive patients could become frustrated with
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the inability to talk at length and off-protocol, and narcissistic patients could grow angry
with a standardized protocol that did not fully recognize their specialness. These clashes
were often expressed via struggles over the agenda and rejections of the CBT model—
sometimes at a level that constituted hostile resistance. In contrast, such rejections and
agenda struggles were notably absent among controls, who instead tended to express
agreement with the model and cooperate willingly with directions—even exposures.
Thus, neither the treatment as a whole, nor its most directive element (exposure), always
or necessarily elicited resistance—let alone hostile resistance. Rather, the interaction was
important: The directive and structured nature of the treatment produced hostility only in
the context of challenging patients.
Grounded examples. All three of P5’s hostile resistance expressions represent
clashes between his dispositional narcissism and obsessiveness, and the treatment’s
directiveness or standardized structure. In both Sessions 2 and 10, hostility was directly
preceded by the mention of exposure—the most directive piece of treatment; in both,
moreover, hostile resistance ensued from P5’s belief that the standard CBT model did not
apply to him given his specialness, and corresponding rejections of key components of
the treatment. In Session 2, this rejection was focused on the notion that his avoidance
behaviors—of which there were many—could possibly be related to his panic; in Session
10, he rejected the relevance of feared physical sensations and, by extension,
interoceptive exposures—an integral part of treatment. Convinced that physical
sensations had “nothing to do with [his] panic,” P5 immediately resisted the rationale for
interoceptives (asking repeatedly, “Why are we doing this again?”) and nearly refused to
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attempt the exposures planned for that session. Instead, in this session’s first instance of
hostility, he accused interoceptives of being purely for the purpose of torture: “This may
be like the Milgram experiment... none of the[se exercises] have anything to do with
anything.... they just sound very unpleasant without any possible benefit.” With the
therapist’s encouragement, the patient reluctantly agreed to try “a couple” of exposures.
However, as the session progressed, his rejection of, and frustration with, the CBT
protocol intensified. At one point, P5 even posited an alternative, psychodynamic
interpretation of his symptoms—the ultimate rejection of the CBT model, especially in
one’s tenth session: “It has nothing to do with the physical sensation. It is psychological
and related to something that happens when I’m sleeping… There’s a trigger, and it’s not
a physical sensation. What this session has caused me to see is that this has some sort of
psychoanalytical sort of thing. Something is hooked onto the sinus, the night problems I
had breathing as a kid. I think I’m linking it somehow to my father.”4
P5’s preference for an idiographic framework, such as psychodynamic theory, is
consistent with his desire to be viewed as unique. In taking this stance, however, P5
initiates a struggle not only over the agenda, but also over the very theoretical framework
within which he and his therapist are operating. The therapist’s subsequent attempts to
redirect to the standardized protocol only appear to further fuel P5’s frustration with a
treatment that lumps him in with a larger group. Ultimately, his irritation with the
treatment’s inability to capture his specialness culminates in a second expression of
hostile resistance, wherein the client laughs dismissively at the therapist’s suggestion of
4

P5 had in fact had psychodynamic therapy in the past without benefit for his PD.
However, he had not had symptom-focused psychodynamic therapy (e.g., Milrod et al.,
2016).
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completing an interoceptive for homework—“I could (laughs)”—as though the idea were
silly or beneath him. It is worth noting that the therapist (T5) acted competently
throughout, given that he had an agenda to work through. He validated the client’s
concerns before redirecting to the protocol, and whereas other therapists (e.g., T2) let
their own emotional reactions show in response to patients’ difficulty, this therapist
notably did not. This lends support to the theory that, here, hostile resistance was not a
function of the therapist’s behavior, but rather of a poor fit between patient and treatment
characteristics.
With the same therapist, a similar clash was observed between a second
dispositionally narcissistic patient (P6) and the highly structured nature of the treatment.
P6 appeared to reject the very idea of participating in a study—the epitome of
standardization. He entered Session 10 saying he was “angry and offended” at study
personnel for asking assessment questions that felt “not really relevant,” and for giving
him insufficient time to elaborate on his answers in a way that could adequately capture
his specialness (for which he indicated he would need “all day”). Feeling disrespected
due to a desire to have his uniqueness recognized, he went on to accuse the study
personnel, and indirectly his therapist, of caring more about getting their “paperwork in
order” and their grant funding than understanding him “as an individual.” The therapist
masterfully handled this client’s frequent angry outbursts and his tendency to come into
sessions with a head of steam about some perceived slight that he had to discuss
immediately. As a result, the dyad maintained good rapport, but the therapy was often
derailed from its focus on panic.
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Pathway 2: Therapist Failure is Primary.
Not all patients who exhibited hostile resistance were challenging. Rather, in two
cases, the primary cause of hostility was a persistent therapist failure. A common
pattern emerged in these cases (Figure 1.1, Pathway #2): In situations that warranted
empathy or acknowledgement, therapists instead responded with persistent applications
of the protocol (rigid adherence) at the expense of adequate empathy or
acknowledgement (empathy failures). These errors prompted otherwise non-challenging
patients to express hostile resistance.
Grounded examples. In the first case, the therapist’s error was in failing to
acknowledge an important insight. P7 bore a striking resemblance to controls: Far from
being challenging, he had strong buy-in to the CBT model, good rapport with his
therapist, and was doing well in therapy. In Session 10, P7 reported a highly meaningful
insight about his intrinsic self-worth, sharing his realization that he is not “inferior,
stupid, [or] not worthy,” but rather “confident, capable” and “deserving.” He went on to
link his feelings of inferiority to his relationship with his brother: “Here’s the real
thinking error: People that I fear are not my older brother. That’s a unique relationship.
It’s not the relationship I have with everyone in a position of authority. My challenge to
the scary thought is: ‘Free yourself from this and hold yourself high. You deserve it.’ It’s
a liberating feeling realizing that everyone in positions of authority are not my brother.”
Instead of supporting the significance of this insight and encouraging the patient
to develop it further, the therapist (T3) goes backwards with a misguided attempt to apply
cognitive therapy, asking the patient to justify his worth as a human being: “Could you
26

add actual data that supports that alternative thought?”; “What about evidence that points
to you being deserving?” The patient responds with continuous reassertions of his
original insight, rejecting the therapist’s direction as a step backward. Despite strong
signaling from the patient, the therapist persists:
T3: I deserve it because…
P7: Um, because of everything, I don’t wanna use a scale to say I am competent
because of X, Y, Z accomplishments. I mean it’s just…
T3: What if you said ‘I deserve it ‘cause I work hard, I set meaningful goals for
myself?’
After several such exchanges, the therapist does recognize her mistake. She
suggests discussing P7’s insight in greater depth (“Well, tell me more about it, let’s take a
little time and really talk about it.”). It is at this point that P7 replies with hostile
resistance—“This isn’t your area though”—as though in retaliation for the failure to
acknowledge his insight for so long.
In the second case (P8/T2) also, the therapist expresses insufficient
acknowledgement. In Session 2, P8 reports an important achievement when he describes
how, despite his anxiety about doing so, he disposed of his tranquillizers, recognizing the
medication as an unnecessary crutch. Although this action—especially so early in the
therapeutic process—deserves significant praise and reinforcement, the therapist instead
responds with only mild congratulations before prematurely changing the topic. Soon
thereafter, the therapist commits a second, and perhaps more consequential, error by
responding to the patient’s growing distress with inadequate empathy. Throughout this
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segment, P8 repeatedly expressed distress about the meaning of his panic symptoms. In
addition to worrying that his “loud” and “irregular” heartbeats were indicative of a
serious cardiac issue, he was self-conscious that his complaints would not be taken
seriously and that he would be viewed as crazy. Rather than respond to the patient’s
visible distress empathically, however, the therapist directively applied psychoeducation:
P8: I don’t know if I’m gonna come off—I’m not crazy—I could actually, when I
go to sleep, I could hear my heartbeat. And I don’t think that’s normal.
T2: Well, sure it’s normal. If you’re listening for your heart we can all find our
pulse.
P8: No, but I could just lay down in my bed, I could hear my heart pounding, like,
I could count, how many times, every time it pounds. So I don’t think that’s
normal.
T2: Well, what’s going on is that people with panic, they become very good at
monitoring their bodily sensations, their heartbeat, so you’re able to notice your
heart beating, but most people can do that if they actually bring their attention
to…
P8: But, I mean, you could listen to it, like, like-?...
Even as the patient’s distress intensified, the therapist’s default response was
matter of fact, non-empathic exposition of the “correct” interpretation. However, by
disputing the patient’s belief that his symptoms were due to a physical issue without first
validating his experience and distress, the therapist may have inadvertently triggered the
client’s fear of being viewed as crazy:
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T2: We’re going to talk more about [the cause of your symptoms], but it’s not
exactly…
P8: That’s where, that’s where the thought comes from.
T2: Right, but it’s not like…
P8: (raises voice) ‘Cause I know I'm not making [my symptoms] up…. I know
I’m not making it up ‘cause I know what I-, I’m listening to it.
Although the therapist’s application of psychoeducation was appropriate in
isolation, the real misstep was in her failure to first provide empathy to a patient who was
distressed and increasingly sensitive to insinuations that his symptoms were in his head.
Had the therapist taken a moment to empathize with P8’s discomfort, and acknowledge
that his response was understandable rather than crazy given how scary panic symptoms
can be, she might have been able to put him at ease rather than provoking a defensive,
and ultimately hostile, escalation.
Protective factors. Therapists’ errors were observed in control sessions as well,
but did not result in hostile resistance. Though no guarantee that hostility would not
ensue, two factors made this outcome less likely, protecting against the negative effects
of therapists’ mistakes:
Working alliance. Stronger working alliances—as indicated by shared
laughter/positive affect, expressions of positive regard, quickly reestablishing agreement
after a conflict, and agreement on goals—cushioned against the negative effects of
therapists’ errors.5 For example, T2—who encountered hostility with P8 after applying
5

P7 enjoyed a strong alliance with his therapist yet went on to become hostile. In our
view, their rapport would have been protective had P7’s insight not been so important.
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psychoeducation at the expense of adequate empathy—made a similar error with her
control patient, C2. C2 had just finished describing her tendency to be an overprotective
parent when the therapist commented on the risks of this parenting style (“You know,
overprotective parents are one of the things that are related to anxious children… so how
you behave communicates to your kids at any given moment that Armageddon might
come, right?”). As with P8, this application of psychoeducation was risky: It might have
come off as judgmental or critical. However, the dyad’s markedly strong alliance
buffered against subsequent hostility: Rather than seeming offended, C2 even laughed in
agreement: “(laughs) Yeah, which I think is what my parents did to me you know. So,
that’s why in my head I do think the worst case scenario all the time.”
Easygoing patient. Dispositionally easygoing (i.e., non-defensive, cooperative)
patients were less likely to respond to therapists’ mistakes with hostile resistance. C3’s
easygoing temperament was protective when his therapist, T3, made two errors
analogous to those she made with P7: First, the therapist continuously asserted her
interpretation over the patient’s about the meaning of a particular automatic thought.
Although C3 pushed back, he did so in a calm, non-defensive manner, and eventually the
therapist deferred to his interpretation without eliciting hostile resistance. Soon thereafter,
T3 failed to adequately acknowledge an important insight, when the patient realizes that
his automatic thoughts about panic are “absurd.” Once again, the patient’s easygoing
disposition appeared to shield him from insult and subsequent hostility. Errors that might
Interestingly, the alliance may have protected the patient, who went on to be a therapy
responder, from the repercussions of hostile resistance: Being so foreign to their
dynamic, P7’s hostility functioned as a wake-up call to his therapist, who subsequently
responded by changing course. Their positive working relationship was quickly restored.
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have resulted in a defensive or hostile escalation with less easygoing patients proved,
instead, to have little impact on the relationship or session flow.
Discussion
Given the relation between hostile resistance and poor outcome in CBT for panic
disorder, this study employed a mixed-methods approach to elucidate the origins of such
resistance. Results indicate that hostile resistance is the product of complex interactions
between patient, therapist, and treatment factors. Patient factors are undeniably
important: Both quantitative and qualitative analyses paint a picture of hostile resistance
as a behavior primarily exhibited by challenging patients. Quantitatively, hostilely
resistant patients met criteria for more personality disorder traits and expressed lower
treatment expectancy and credibility than never hostile controls. Qualitative findings
similarly highlight the importance of challenging patient qualities—particularly high trait
levels of narcissism, obsessiveness, anger, and overall resistance. These findings are
consistent with studies linking patient factors, including personality pathology (e.g.,
Zickgraf et al., 2015) and poor expectancy/credibility (e.g., Ahmed et al., 2012), to
overall resistance and hostile resistance, respectively.
However, qualitative analyses suggest that a purely patient-centric account of
hostile resistance is insufficient. Contrary to the view of hostility as a product solely of
traits residing in the patient, a second pathway to hostile resistance was uncovered in
which therapist failures—particularly of empathy—were the primary cause of client
hostility. In this pathway, persistent therapist errors prompted otherwise non-challenging
clients to express hostility. The notion that therapists’ behaviors contribute to hostile
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resistance is consistent with evidence that, when asked why they were resistant in
session, clients themselves cite reasons pertaining to therapists (e.g., ambivalence about
the therapist’s competence or approach; Rennie, 1994). Perhaps due to the difficulty of
capturing or quantifying therapist errors in session, quantitative analyses in isolation
would have overlooked this important piece of the narrative.
Therapists’ behaviors played a large role in inciting hostile resistance even when
their clients were observably challenging. Indeed, challenging patients’ behavior often
elicited poor responses from therapists, ranging from empathy failures, clear displays of
annoyance, and rigid adherence, to laughing at patients’ expense and even hostility on the
part of therapists themselves. These behaviors, in turn, exacerbated situations that might
have otherwise been defused. Thus, even with challenging patients, rarely was hostile
resistance attributable to the disposition of the patient alone. Only one patient could be
described by a direct pathway to hostile resistance, whereby his dispositional anger might
well have resulted in hostile behavior with any therapist and in any treatment modality.
Most often, rather, challenging patients’ qualities interacted with therapist or treatment
factors to yield hostility. The complex nature of hostile resistance’s origins represents
another significant contribution of the qualitative approach.
Our emphasis on the mutual influence of clients’ and therapists’ behavior is
consistent with research indicating that difficult client behaviors negatively impact
therapists’ performance. Resistance impedes therapists’ competence and adherence
(Boswell et al., 2013; Zickgraf et al., 2015), and confrontational client behaviors cause
therapists to provide less encouragement and praise (Francis et al., 2005). Of particular
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relevance given the principal role of empathy failures in our theory, these behaviors have
also been shown to result in fewer (Hara et al., 2018) and more “hollow” (Francis et al.,
2005) empathic statements from therapists. Therapists so commonly respond to resistance
in a confrontational or argumentative manner that this response type has been given a
name—counter-resistance (Moyers & Rollnick, 2002). In addition, just as our theory
posits that therapists’ poor responses can reciprocally escalate an already tense dynamic,
evidence suggests that therapists’ reactions to patients have a large bearing on subsequent
client behavior. For instance, therapists’ early negative feelings towards patients (e.g.,
anger, helplessness, frustration) lead to higher levels of resistance (Westra et al., 2012).
While therapists’ behaviors can have a large impact on those of clients, clinician
errors do not always lead to hostile resistance. Rather, the examination of non-hostile
controls highlighted two protective factors that buffered against the negative effects of
clinician errors: Patients’ easygoing disposition and a strong working alliance. Although
overall we did not find that alliance differentiates patients who had been hostile from
those who had not, there were specific circumstances in which alliance was found to be
important—consistent with evidence that a strong alliance predicts positive therapy
outcomes more generally (Horvath & Symonds, 1991). The importance of treatment
characteristics—and the way in which they interact with patients’ dispositions—
represents another addition to the literature on resistance in CBT. In particular, the
directive and highly structured nature of this trial’s protocol appeared to provoke
frustration, and ultimately hostility, among challenging patients. While the role of
directiveness is consistent with research showing that more directive approaches produce
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higher resistance and worse outcomes (Aviram, Westra, Constantino, & Antony, 2016;
Beutler et al., 2002), the contribution of a treatment’s degree of structure is novel in the
literature.
This study had limitations, most notably its small sample. As limited power
precluded correcting for multiple comparisons, quantitative findings may be an artifact of
Type I error and should be replicated. Though the number of hostilely resistant patients in
our study may appear small, it is important to note that these eight patients do not make
up the universe of patients who were hostilely resistant in treatment; rather, they
represent only a subset of the larger population of patients who were hostilely resistant
but in sessions other than the two sampled in this study. Another limitation is that this
study does not pinpoint why hostile resistance is related to poor outcome. We have
previously demonstrated that hostile resistance’s negative relationship to outcome is not
due to its overlap with expectancy (Schwartz et al., 2018). It is possible that for some
patients, hostile resistance may simply be a marker for another process that already
interferes with treatment (e.g., of patients who are challenging and unlikely to improve in
short-term, highly structured CBT protocols such as that used in the present study). For
others, hostile resistance may be an indication that something is awry in the therapeutic
process or play a causal role in derailing treatment. For instance, hostile resistance may
exert its impact by impeding therapists’ ability to implement the intervention (Zickgraf et
al., 2015)—a hypothesis we plan to examine. Overall, given GT’s focus on generating,
rather than testing, hypotheses, it is our hope that the present research provides the
impetus and foundation for future empirical research.
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Having a more complete understanding of how hostile resistance emerges has
significant clinical implications. To the extent that preventing hostile resistance and
correcting the factors that contribute to its emergence might improve outcomes, the
present theory highlights several potential targets where intervention could alter the
therapeutic trajectory. The first is in the way therapists respond to challenging clients’
behaviors. Recent work has demonstrated that the way in which a therapist responds to
resistance has a significant bearing on patient outcomes (Aviram et al., 2016).
Nevertheless, while an emphasis on countertransference has long been part of
psychodynamic tradition (e.g., Jacobs, 1999), CB therapists are less likely to receive
training in how to manage their emotional reactions to challenging clients. Given that
therapists’ own displays of frustration often precipitated clients’ expressions of hostility,
additional training in providing adequate empathy, supportiveness, and flexibility while
experiencing powerful emotional reactions may help to alleviate tension, avert or repair
ruptures, and improve outcomes (Markowitz & Milrod, 2011). Indeed, recent work has
found that training clinicians in rupture resolution may be particularly useful in the
context of short-term CBT (Eubanks et al., 2018). Given the importance of empathy
failures in producing hostile resistance, whether or not a patient was challenging,
additional training focused on competently delivering accurate and appropriate empathy
may also be indicated. In our experience, CB trainers often assume that therapists have
skills in common factors and thus focus primarily on technical interventions.
Moreover, the association between hostile resistance and poor expectancy and
credibility highlights the importance of maintaining favorable beliefs about improvement
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and treatment. While the correlational nature of quantitative analyses precludes strong
conclusions about directionality and causality, the predictive utility of expectancy and
credibility suggests that such beliefs should be assessed regularly during treatment, and
deficits addressed as soon as they are detected (e.g., by reviewing rationales, attending to
clients’ questions/concerns, referencing research support, clarifying realistic expectations,
introducing and practicing specific techniques, etc.; Greenberg, Constantino, & Bruce,
2006; Newman & Fisher, 2010).
Improving the treatment-patient fit might also mitigate the risk of inciting hostile
resistance and the tensions that precede it. On the one hand, if interpreted through the
lens of a treatment matching approach, both qualitative and quantitative results indicate
that patients with pronounced personality dysfunction may be more content with
idiographic, and less directive and structured, forms of therapy (e.g., panic-focused
psychodynamic therapy; Milrod et al., 2016). On the other hand, while these clients may
be less likely to become hostile in these therapies, they may be no more likely to achieve
treatment response, particularly in a short-term therapy where their resistance to
maintaining a treatment focus impedes progress and their personality dysfunction is
unlikely to be resolved (Keefe, Milrod, Gallop, Barber, & Chambless, 2018). Indeed, it
may be that such patients require long-term, highly flexible therapies that allow for
detours that do not come at the expense of executing aspects of the protocol. That said, it
is important to clarify that our theory does not describe CBT per se, but only highly
structured CBT. Step-by-step manuals such as that used in the present study (Craske et
al., 2000) have significant benefits in ease of training, dissemination efforts, and clarity
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for the development of adherence and competence measures. However, there are also
principle-driven CBT manuals that likely promote greater flexibility and idiographic
approaches (e.g., Clark & Salkovskis, 2009). Such an approach might avoid provoking
hostile reactions from at least some challenging clients.
To be clear, it is not the case that CBT possesses no potential benefit for patients
with personality disorders. There is tentative evidence, for instance, that CBT may be
indicated over other therapies for panic patients with comorbid OCPD (Chambless et al.,
2017). Indeed, treatment of patients with personality dysfunction is an active area of
interest and practice in CBT (e.g., Beck, Davis, & Freeman, 2015). Our findings only
suggest that in a time-limited, highly structured treatment with panic as the focus,
wherein therapists are expected to adhere to a detailed protocol, therapists may encounter
difficulties managing such patients and carrying out panic-focused interventions. This
problem might arise not only in the context of a research trial, but in any setting where
therapy is time-limited due to institutional guidelines, clients’ financial constraints, or the
dictates of third-party payers. As such, findings underscore the importance of a flexible
approach to treatment manuals, and the need to adapt protocols and adherence
expectations to the idiosyncratic needs of the individual (Kendall, Gosch, Furr, & Sood,
2008).
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Table 1.1
Quantitative Predictors: Descriptives and Results of Ever Hostile versus Never Hostile
Group Comparisons
Predictor

Full sample

Ever vs. never hostile

N (%) or M (SD)

test statistic

Gender (% male)

29 (51.8%)

χ2 = 2.01

.16

f = 0.19

Experienced therapista

16 (28.6%)

χ2 = 0.37

.55

f = 0.08

Preferred CBT

18 (54.5%)

χ2 = 0.50

.48

f = -.12

Agoraphobia diagnosis

41 (73.2%)

χ2 = 0.02

.90

f = 0.02

Major depression diagnosis

11 (19.6%)

χ2 = 1.89

.17

f = 0.18

Comorbidities

2.23 (1.48)

t(54) = -1.89

.06

rpb = .25

Age of client

41.12 (12.92)

t(54) = -0.89

.38

rpb = .12

Panic severity

13.75 (3.97)

t(54) = -0.19

.85

rpb = .03

Personality disorder traitsbc

7.45 (6.52)

t(54) = -2.38

.02

rpb = .31

Working alliance (client-rated)

5.65 (0.79)

t(39) = 1.51

.14

rpb = -.23

Working alliance (therapist-rated)

5.47 (0.79)

t(51) = 0.15

.88

rpb = -.02

Age of panic onset

27.50 (11.61)

t(52) = -.36

.72

rpb = .05

Functional impairment

13.89 (8.16)

t(52) = -1.44

.16

rpb = .20

Interpersonal aggression (IIP)

2.57 (2.41)

t(52) = -0.82

.42

rpb = .11

Treatment expectancy

0.03 (0.99)

t(31) = 2.54

.02

rpb = -.42

Treatment credibilityd

0.20 (0.85)

U(32) = 19.50

.01

rrb = -.72

Educatione

2 (2,3)

U(54) = 191.0

.95

rrb = -.02
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p

Effect
size

Note: Descriptives reflect non-transformed variables. IIP = Inventory of Interpersonal
Problems.
a

Therapists’ years of experience was bimodal and therefore dichotomized into two

groups: Therapists with (a) fewer than 10 years of experience, and (b) 10 or more years
of experience.
b

Analyses used the square-root transformed variable.

c

Cluster A, B, and C personality disorders traits examined separately yielded nearly

identical effects (rs = .23-.25); they were therefore combined into a single personality
disorder traits measure.
d

Non-parametric tests were used because no linear transformation corrected credibility’s

skew.
e

Education was grouped into three levels and treated ordinally. Median (IQR) is

reported, where a score of 1 = no college, 2 = at least some college, and 3 = at least some
graduate education.

39

Figure 1.1
A Grounded-Theory Model of the Pathways to Hostile Resistance
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Appendix A
Full Codebook
During open coding, moment-by-moment codes were assigned to transcript text
(of any length) or non-verbal behaviors (e.g., body language, tone) observed in video
recordings of sessions. As we did not initially know which concepts would be relevant to
developing our theory, this process resulted in an extensive codebook, which we present
in full below. However, as we detected emerging themes and began to develop theory,
only certain codes proved relevant to the presence of hostile resistance. It is these codes
alone that we discuss in the main body of the manuscript.
Code

Sessions Applied Total
Applications

Active Listening

9

20

Agenda Item (Content)

0

0

0

0

2

4

0

0

2

15

Exposure
Doing an Interoceptive Exposure in
Session
Patient Shows Clear Resistance to
Exposure
Clear Opposition

41

Code

Sessions Applied Total
Applications
Negotiation

2

3

Patient Challenges Therapist

2

3

Patient Sidetracks

1

1

Role Reversal

1

1

2

13

3

4

2

7

1

1

1

1

6

16

12

13

Psychoeducation

8

14

Therapist Assigns Homework

1

2

Patient Willingly Goes Along With
Exposure
Therapist Introduces Exposure
Therapist Introduces Interoceptive
Exposure
Therapist Misses Opportunity to Check
Patient Understanding or Allow Patient
Questions Before Jumping into Exposure
Therapist Provides Rationale
Information Gathering
Homework Review

42

Code

Sessions Applied Total
Applications

Attendance Issues

0

0

1

2

1

1

6

9

1

1

Poorly Directed Cognitive Restructuring

1

1

Thought Challenge

3

4

2

5

2

2

7

11

1

2

1

1

Non-Commitment Surrounding Attendance
or Scheduling
Tardiness
Cognitive Therapy or Restructuring
Missed Opportunity for Cognitive
Restructuring

Directive or Unilateral Thought
Challenging
Patient Rejects Thought Challenge
Interpretation
Collaborative Stance
Validating Stance
Disparaging or Offensive Comments or Behavior
about a Group of People

43

Code

Sessions Applied Total
Applications

About Women, to a Woman Therapist

1

2

1

1

Accurate Empathy

3

8

Emotional Disconnect

3

8

Empathic Check-In

2

2

Empathic Paraphrase

3

8

Empathic Question

1

1

Missed Opportunity for Empathy

6

21

Non-Accurate Empathy

4

5

Patient Rejects Non-Accurate Statement

3

4

Therapist Acknowledges Patient Experience

2

2

Therapist Failure to Acknowledge Patient

2

2

2

4

6

8

1

1

Empathy

Experience or Insight
Failure to Fully Acknowledge Patient
Achievement
Homework Noncompliance
Patient Apology About Homework
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Code

Sessions Applied Total
Applications

Patient Defensive About Homework

4

8

4

6

10

15

Challenging the Treatment

1

1

Personal Attack on Therapist

1

1

4

6

Patient Dismissive Humor

2

4

Patient Joins in on Therapist Humor

4

5

Therapist Does Not Get Patient Joke

1

1

Therapist Joins in on Humor

4

6

Therapist Laughs at Patient's Expense

2

2

0

0

0

0

1

1

Completion
Therapist Persistence About Homework
Hostile Resistance

Humor

Interpretation of Patient Experience
Agreement over Interpretation of Patient
Experience
Patient Emphatically Agrees with
Therapist Interpretation
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Code

Sessions Applied Total
Applications

Disagreement over Interpretation of Patient

1

3

1

5

2

3

1

1

1

1

2

3

0

0

Depression

1

4

Guilt

1

1

Non-Panic Anxiety

1

1

1

1

Anger, Not Directed at Therapist

2

2

Patient Forcefully Corrects Therapist

5

9

Patient Gains Important Insight

4

5

Experience
Therapist Asserts Their Interpretation
Patient Joins In
Therapist Joins in on Patient
Interpretation
Negotiation
Therapist Accommodates Patient Preference
Patient Concentrates on Non-Panic Symptoms

Patient Expresses Strong Emotion Not Directed at
Therapist

46

Code

Sessions Applied Total
Applications

Patient is Attentive, Engaged

1

2

Patient is Crying

1

2

Patient Makes Disclosure

6

18

3

3

Patient Monologue with Excessive Detail

5

11

Patient Overly Concerned with Perfectly Accurate

2

6

1

2

1

3

1

2

3

6

1

3

3

4

Patient Makes Difficult Disclosure

or Detailed Answers
Therapist Encourages Patient to be Less
Focused on Precision
Patient Questioning or Challenging Procedures
Related to Involvement in Study
Patient Feels Dehumanized as Study Subject
Patient Re-Asserting
Patient Softens Re-assertion, Appears to
Defer to Therapist Authority
Patient Reports Current Symptoms of Panic or
Anxiety

47

Code

Sessions Applied Total
Applications

Patient Self-Conscious

2

2

Patient Conscious of Being a Good Patient

1

1

Patient Worried about Meaning of Symptoms

1

4

Therapist Reassures Patient

1

2

Reflection on Progress in Treatment

0

0

5

9

Patient Minimizes Progress in Therapy

2

2

Therapist Notes Progress in Therapy

4

11

0

0

Disagreement with Therapist

3

3

Patient Challenges Aspects of the Treatment

2

4

1

2

2

4

1

2

Patient Acknowledges Gains, Progress in
Treatment So Far

Resistance

Program
Patient Asserts Non-CBT Model
Patient Cuts Off Therapist
Patient Asserting Dominance Over
Therapist
48

Code

Sessions Applied Total
Applications

Patient Defensiveness

3

8

Patient Dismisses Therapy as Silly or

1

1

Patient Not Answering

5

11

Sidetracking

2

2

Therapist Response to Resistance

0

0

Annoyed, Frustrated

1

3

Dismissive

1

1

Reframe

1

2

Responds Critically or with Hostility

2

4

Responds Defensively

1

1

Responds Directively or Persistently

4

10

1

1

1

1

0

0

1

1

Demeaning

Role Reversal
Patient Redirects to Protocol
Setting the Agenda
Disagreement Over Agenda

49

Code

Sessions Applied Total
Applications
Patient Reluctantly Goes Along with

2

2

Patient Sets Own Agenda

8

22

Therapist Does Not Engage with Patient

1

1

Therapist Engages with Patient Agenda

5

9

Therapist Redirection to Protocol

8

33

4

7

12

27

Supporting Patient's Self-Efficacy

3

5

Teaching Monologue

1

1

Therapist Asks Didactic Question

2

3

Therapist Corrects Patient

4

4

1

1

Therapist Cuts Patient Off

3

3

Therapist Directiveness, Non-Socratic Approach

2

5

Therapist Disorganized or Uncertain of Protocol,

2

2

Agenda

Agenda

Therapist Sets Agenda
Patient Joins in on Agenda

Patient Agrees with Therapist Correction

50

Code

Sessions Applied Total
Applications

Procedures
Causes Patient Confusion about Instructions

1

1

Patient Not Bothered by Therapist Mistake or

1

1

1

1

1

1

2

3

Re-Establish Agreement

1

1

Therapist Becomes Non-Directive

1

1

Therapist Expresses Concern for Patient's

1

1

1

1

6

10

Disorganization
Therapists Approaches the Mistake NonDefensively, and Apologetically
Therapist Gives Patient a Figurative 'Slap on the
Wrist,' Rebuke
Therapist Makes Off-Topic Digression

Comfort
Patient Interprets Concern as Directive
or Criticism
Therapist Orients Patient to the Therapeutic
Model

51

Code

Sessions Applied Total
Applications

Patient Expresses Agreement with

3

4

4

6

Therapist Provides Positive Feedback

6

18

Transactional Style

0

0

Dismissive

2

2

1

1

Intimidated, Apprehensive

1

4

Narcissism

3

7

Non-Direct Communication

1

1

Patient Annoyance

4

6

Therapist Acts Patronizing or Superior

2

5

0

0

2

3

Therapeutic Model, Seems to Jive with Own
Experience
Therapist Orients Patient Experience to
Therapeutic Model

Dismissive Body Language

Working Alliance
Patient Expresses Positive Feelings towards
the Therapist
52

Code

Sessions Applied Total
Applications

Re-Establish Agreement

2

2

Rupture

1

1

Shared Laughter

2

6

Therapist and Patient in Agreement about

1

1

1

1

1

1

Treatment Goals and Progress
Therapist Attempts to Resolve Rupture
Failure to Resolve Rupture

Note: Summing the frequencies of subheadings does not necessarily equal the
frequencies of larger headings because of the way NVivo software treats categorization.
Rather than representing overarching categories that subsumed the frequencies of their
subheadings, larger categories were considered separate codes that could be applied when
a more specific subheading was not indicated.
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CHAPTER 2
How Does Hostile Resistance Interfere with the Benefits of Cognitive-Behavioral
Therapy for Panic Disorder?
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Abstract
Objective: Though clients’ hostile behavior directed at therapists (hostile resistance)
predicts worse outcomes in cognitive-behavioral therapy (CBT) for panic disorder, the
process by which this happens remains unknown. This study examines two putative
mechanisms: therapist adherence and working alliance. Method: Seventy-one adults with
primary panic disorder received CBT as part of a larger trial. Hostile resistance and
adherence in Sessions 2 and 10 of CBT were reliably coded using observer-rated
measures; working alliance was assessed with client- and therapist-rated questionnaires.
Outcome measures were drop out and symptomatic improvement, assessed using the
Panic Disorder Severity Scale before, during (at Weeks 1, 5, and 9) and at termination of
treatment (Week 12). Results: Hierarchical linear modeling revealed that neither
adherence (whether conceptualized as linear, curvilinear, or the use of off-protocol
techniques) nor a declining working alliance were independently predictive of symptom
change (ps > .34), nor did these factors mediate hostile resistance’s association with
worse symptomatic improvement (ps > .37). However, hostile resistance was
significantly related to both preexisting (r = -.36, p = .04) and subsequent (r = -.58, p <
.0001) declines in the working alliance. For predictions of drop out, logistic regressions
similarly indicated that neither adherence- nor alliance-based variables moderated
whether clients who were hostilely resistant early in treatment went on to drop out (ps >
.36). Conclusions: Findings add to a mixed literature on the adherence-outcome
relationship and underscore the need to identify other potential mechanisms through
which hostile resistance exerts its negative impact.
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How Does Hostile Resistance Interfere with the Benefits of Cognitive-Behavioral
Therapy for Panic Disorder?
Anger and hostility are widely cited as emotions that can derail psychotherapy,
are difficult for therapists to manage, and help to maintain psychopathology (Mayne &
Ambrose, 1999). Higher trait levels of these emotions indeed interfere with psychosocial
interventions: In cognitive-behavioral therapy (CBT) for panic disorder, for instance,
higher patient-reported interpersonal aggression is associated with worse therapist
competence and adherence (Boswell et al., 2013) and less improvements in anxiety
(Cassiello-Robbins et al., 2015). When clients’ hostility is directed at therapists—known
as hostile resistance—the challenges therapists must overcome to deliver effective
treatment may be even greater. Clients are said to exhibit hostile resistance when they go
against therapists’ direction in an openly combative manner that communicates a
personal attack on the therapists’ competence, methods, or personal qualities (Westra,
Aviram, Kertes, Ahmed, & Connors, 2009). For instance, in this study’s sample,
expressions of hostile resistance included snapping at the therapist, “This isn’t your area,”
and angrily asserting that “just because [the therapist] has a PhD” he is not infallible
(“You’re wrong. Your methods are bad because you can’t learn or maybe you don’t want
to learn…”).
Hostile resistance is associated with a variety of poor therapy outcomes, including
worse therapist competence in interpersonal therapy for depression (Foley, O'Malley,
Rounsaville, Prusoff, & Weissman, 1987), as well as worse introject change in dynamic
therapy for general outpatients (Henry, Schacht, & Strupp, 1990). Most recently, a study
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by this group found that hostile resistance is a robust predictor of poor outcomes in CBT
for adults with panic disorder (Schwartz, Chambless, McCarthy, Milrod, & Barber,
2018): Hostility early in therapy predicted drop out, and at mid-treatment predicted less
symptom improvement—even after established outcome predictors in this sample (e.g.,
expectancy; Chambless et al., 2017) were controlled. We subsequently conducted a
mixed-method investigation to elucidate why patients became hostile in the first place,
which revealed that patient, therapist, and treatment factors all play a role (i.e., Chapter 1
of this dissertation; Schwartz, Chambless, Milrod, & Barber, under review). However,
the process by which hostile resistance translates into poor outcomes remains unclear.
This information could be used to mitigate the negative sequelae of hostility once it
occurs, yet no studies have examined the mechanisms driving hostile resistance’s impact
on psychotherapy outcomes, and CBT outcomes in particular. Some research in this vein
has been conducted in the area of client resistance to CBT, more generally, but has thus
far been unsuccessful in identifying mechanisms, determining that neither homework
compliance nor impaired therapist empathy plays a mediating role (Aviram & Westra,
2011; Hara, Westra, Constantino, & Antony, 2018).
Especially in the context of structured CBT protocols, one mechanism through
which hostile resistance may exert its negative effect is therapist adherence, or the extent
to which an intervention is delivered in a way that is prescribed by the treatment manual.
Adherence is distinct from competence in that it measures what therapists do, rather than
how skillful their delivery. In CBT, therapists show lower treatment fidelity when clients
are more resistant generally (Zickgraf et al., 2015) and have higher self-reported
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aggression (Boswell et al., 2013), suggesting that adherence may play a mediating role in
hostile resistance’s deleterious impact. However, although hostile resistance may prompt
therapists to be less adherent, it remains uncertain whether worse treatment fidelity is
harmful or protective in these moments. On the one hand, hostile attacks may interfere
with therapists’ ability to focus the session and deliver the treatment as designed,
resulting in worse outcomes because patients receive smaller doses of the intervention.
As support, Strunk, Brotman, and DeRubeis (2010) found that when depressed patients
engaged in behaviors that interfered with therapist adherence, they showed less symptom
improvement in the following CBT session.
Alternatively, poor adherence following hostile resistance might lead to better
outcomes if therapists are appropriately deviating from the manual in order to adjust to
the needs of the client. Poor adherence is not necessarily counter-therapeutic, as
evidenced by a large yet inconclusive literature examining adherence’s relation to
outcome (e.g., Webb, DeRubeis, & Barber, 2010). Rather, depending on the
circumstances, veering off protocol may be a non-adherent, but nevertheless competent,
decision. If a patient were to report acute suicidality, for instance, it would hardly be
appropriate for a therapist to respond by asking how the homework went. As such, rigid
adherence may be at least as problematic as poor adherence in the context of hostilely
resistant clients. With less motivated clients, for instance, Huppert, Barlow, Gorman,
Shear, and Woods (2006) found that higher adherence produced worse CBT for panic
outcome. Growing evidence suggests that the relationship between adherence and
outcome may in fact be curvilinear (i.e., quadratic), lending support to the so-called
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Goldilocks effect, whereby highly rigorous adherence is less beneficial than a moderate
level of flexible adherence (e.g., McCarthy, Keefe, & Barber, 2016). To the extent that
rigid adherence is a cause of hostile resistance, as indicated in Chapter 1 (Schwartz,
Chambless, Milrod, et al., under review), it likewise may follow that responding to such
behavior with flexibility may buffer against further hostility and poor treatment response.
Just as rigidly applying CBT protocols may result in worse outcomes, there is also
evidence that incorporating theoretically “off-brand” interventions can improve outcomes
in the context of disruptive clinical processes and unmotivated clients (Constantino,
Coyne, & Muir, 2020; Huppert et al., 2006). Breaking with directive CBT methods in
favor of supportive and motivational-interviewing (MI) techniques, specifically, has
proven protective when patients express resistance broadly in CBT for generalized
anxiety (Aviram, Westra, Constantino, & Antony, 2016). If CBT therapists are
responding to hostile behavior by incorporating off-protocol techniques from non-CBT
theoretical frameworks, this form of non-adherence may be protective against the
negative consequences of hostile resistance.
Another possibility altogether is that hostile resistance impedes CBT outcomes by
way of degrading the working alliance. When clients are resistant to treatment—even in a
way that is not hostile—the alliance and therapists’ positive regard for clients suffer
(Westra, Aviram, Connors, Kertes, & Ahmed, 2012; Westra & Norouzian, 2017). Further
suggesting a potential mediating role, unresolved ruptures in the working alliance have
been shown to result in worse therapy outcomes both in the wider literature (Eubanks,
Muran, & Safran, 2018) and in this sample, specifically: Using a within-client approach,
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Solomonov et al. (in prep) found that poor patient-rated alliance was related to worse
subsequent reductions in panic symptoms, and Bagdasarov et al. (November 2018)
similarly reported that worse patient-rated alliance was related to less improvement in
panic-related cognitive misinterpretations.
In a qualitative investigation of the factors that contribute to hostile resistance’s
emergence (i.e., Chapter 1), Schwartz, Chambless, Milrod, et al. (under review) found
that a stronger alliance was protective not only against the occurrence of client hostility,
but also—in at least one case (patient “P7”)—against the harmful consequences of such
hostility once it occurred. In P7’s case, hostility was so foreign to the dyad’s dynamic
that it appeared to function as a wake-up call of sorts to the therapist, who responded by
appropriately changing course. Despite the hostile exchange, this patient went on to
become a CBT responder—perhaps because the working alliance was quickly restored.
Thus, it may be that the clients who go on to have poor outcomes after expressing hostile
resistance are those for whom the working alliance becomes irrevocably damaged
following the initial rupture.
The aim of the present study is to elucidate the mechanisms by which hostile
resistance results in worse CBT outcomes in order to guide therapists’ response to such
behavior in session, and ultimately improve clinical outcomes. In particular, we will
examine whether therapist adherence and working alliance mediate the association,
established in Schwartz et al. (2018), between hostile resistance and both drop out and
less symptom improvement in CBT for panic disorder. Given the question of whether
poor adherence might function for good or ill in the context of client hostility—and
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whether the issue may in fact be rigid, rather than low, adherence—both linear and
curvilinear adherence will be examined. We will also test whether another form of nonadherence—therapists’ use of off-protocol techniques from other theoretical
frameworks—may represent appropriate and protective deviations from CBT. In the
process, this study adds to a mixed literature on the relationship between adherence and
outcome—which is particularly limited for studies of CBT for panic (Webb et al.,
2010)—including an examination of whether previous studies might conflict because this
relationship is nonlinear.
Method
Data and recordings of sessions were collected as part of a two-site randomized
controlled trial comparing the efficacy of three therapies for adults with panic disorder
(Milrod et al., 2016, which contains more details on the parent trial). The present study
focuses on this trial’s CBT arm. Treatment was offered gratis from 2006-2011. Informed
consent was obtained from all patients, as was approval from the Institutional Review
Boards at both sites.
Participants
Seventy-one CBT patients were coded for hostile resistance and thus included in
this study (Schwartz et al., 2018). All met criteria for primary panic disorder on the
Anxiety Disorders Interview Schedule for DSM-IV (Brown, DiNardo, & Barlow, 2004),
with 36 (51%) also meeting for agoraphobia. Patients were excluded from the trial if they
were dependent on substances, acutely suicidal, in concurrent therapy, or had a history of
psychosis or mania. The sample had a mean age of 39.4 (SD = 12.7) and included 40
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(56%) women. Forty-seven (66%) were White, 18 (25%) Black, 5 (7%) Asian, and 1
(1.4%) identified as “other”; 14 (20%) were Hispanic. Thirty-six (51%) were treated at
the University of Pennsylvania and 35 at Cornell.
Ten (14.1%) of these patients exhibited hostile resistance, as reported in Schwartz
et al. (2018). The presence of hostile resistance was reliably coded in this sister study
using the Client Resistance Code (Westra et al., 2009), whereby coders watched Sessions
2 and 10 in their entirety and rated 30-second bins for peak resistance severity, from 0
(no resistance) to 3 (hostile resistance). The 10 patients who had codes of 3 comprise this
study’s hostile resistance group, which has a mean age of 41.6 (SD = 13.2) and includes 6
male, 4 female, 8 White, 1 Hispanic, and 2 Black patients. Collectively this group
expressed 19 instances of hostile resistance over 12 sessions (6 in Session 2, 6 in Session
10, and 2 in both sessions). Due to poor quality video, technological or staff error, or drop
out prior to Session 10, not all sessions were available for the full sample; rather, hostile
resistance could be coded in 67 Session 2s and 57 Session 10s. Schwartz et al. (2018)
contains further details on procedures related to resistance coding.
Treatment
CBT followed a modified version of Panic Control Therapy (PCT; Craske,
Barlow, & Meadows, 2000) and entailed psychoeducation, correction of dysfunctional
beliefs about panic and anxiety, interoceptive and in vivo exposure, diaphragmatic
breathing, and homework. The PCT protocol is highly structured, with each session
having a specific agenda. Treatment was administered in up to twenty-four 45-minute
biweekly sessions over 12 weeks.
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Therapists.
CBT was delivered by eight doctoral-level clinicians (75% women, 100% White)
with 3-20 years of post-graduate clinical experience (M = 9.5, SD = 6.09). All received
specific training in PCT by attending a two-day workshop, and those with less experience
with panic treated a supervised pilot case before treating study patients. Throughout the
trial, supervisors at both sites closely monitored adherence by reviewing videos of
sessions and regularly providing therapists with adherence-related feedback. Therapists
treated between 4 and 18 patients (M = 8.8, SD = 4.7). Five therapists (3 women, 2 men)
had at least once client who expressed hostile resistance.
Procedure
Therapist adherence and use of off-protocol techniques were coded in the same
two sessions of the CBT protocol as hostile resistance (Schwartz et al., 2018): Session 2,
which consisted of psychoeducation and information gathering, and Session 10, which
primarily entailed cognitive restructuring. This approach allowed us to examine how
hostile resistance affected therapists’ behavior in the moment; moreover, sampling
adherence from early- and middle-portions of treatment may be important in light of
evidence that adherence levels vary over the course of therapy (Hauke et al., 2014). Just
as with resistance coding (Schwartz et al., 2018), Sessions 3 (n = 6) and 9 (n = 3) were
rated when Sessions 2 and 10 were unavailable, respectively, based on similarities in
content. In all coding procedures, coders were unaware of study hypotheses and patient
outcomes.
Adherence Coding.
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Although 10% of CBT tapes were randomly sampled and rated for adherence in
the parent trial to ensure treatment fidelity (Milrod et al., 2016), in this study we rated
adherence in the same two sessions for all CBT clients to achieve greater homogeneity of
session material. Specifically, therapist adherence to Sessions 2 and 10 of the CBT
protocol was rated by five advanced undergraduates using session-specific CBT
Adherence Scales (Chambless & Sharpless, 2011; available from authors upon request),
developed for the parent trial. All scales contained between 3-10 items rated on a Likert
scale from 1 (non-adherent/no review) to 7 (adherent/complete review), which were then
averaged such that scores ranged from 1 to 7, with higher scores reflecting greater
adherence. Items assessed the degree to which therapists adhered to prescribed
interventions for that session, such as cognitive restructuring, homework review,
breathing skills, and components of psychoeducation and assessment. Each session was
watched in its entirety by two coders (randomly assigned), whose ratings were then
averaged. Coders were trained by Dianne L. Chambless, one of the scales’ creators, and
achieved excellent interrater reliability (ICC [1,2] = .89 for Session 2/3, ICC [1,2] = .82
for Session 10/9). To prevent coder drift, a subset of five videos were rated and reviewed
by all coders at weekly calibration meetings (ICC [1,6] = .90). Coders were also trained
to detect whether therapists used proscribed interventions (i.e., those from the applied
relaxation arm of the trial); however, no use of applied relaxation interventions was
reported by any rater.
Off-Protocol Coding.
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The 60-item Multitheoretical List of Therapeutic Interventions (MULTI;
McCarthy & Barber, 2009) assessed therapists’ use of off-protocol (i.e., non-CBT)
techniques. As part of a sister study (Solomonov et al., 2020), 25 doctoral students
watched complete recordings of CBT Sessions 2 and 10 and reliably rated items that
assessed the degree to which therapists’ behaviors aligned with seven therapeutic
orientations: (a) Behavioral; (b) Cognitive; (c) Dialectical-behavioral; (e) Personcentered; (f) Process-experiential; (g) Interpersonal; and (h) Psychodynamic. Items were
rated on a 1 (not at all) to 5 (very) scale of how typical each intervention was of the
session. Each session was coded by at least two reliable raters, whose ratings were
averaged for analysis. An off-protocol summary score of the extent to which therapists
used non-CBT techniques was calculated by averaging items from the five non-CBT
orientations (i.e., c-h above).6 Any CBT items (i.e., items that appeared in the Behavioral
or Cognitive scales) that also appeared on the five non-CBT scales were removed, such
that the off-protocol score included 27 items, characterized by good internal consistency
(α = .71 Session 2/3, α = .77 Session 10/9). The MULTI has previously been shown to be
internally consistent and reliable (e.g., McCarthy & Barber, 2009; McCarthy et al., 2016),
and interrater reliability for the subscales was acceptable-to-good using a larger subset of
this trial’s data (ICCs = .63-.80; Solomonov et al., 2020).
Non-Coding Measures.

6

The MULTI also has an eighth subscale that measures factors pertinent to all theoretical
systems (e.g., demonstrating a belief that the treatment will be helpful). This Common
Factors subscale was not included in the off-protocol measure because, by definition, it is
relevant to CBT treatment and thus not off-protocol.
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The Panic Disorder Severity Scale (PDSS; Shear et al., 1997) was administered
by independent evaluators uninformed as to treatment or therapist assignment to assess
panic severity. The semi-structured interview, which was the trial’s primary outcome
measure, includes 7 items that are each scored from 0 (none) to 4 (extreme) and then
summed. To assess symptom change, the PDSS was administered before, during (at
Weeks 1, 5, and 9), and at termination of CBT (Week 12). Prior research has shown good
convergent (e.g., r = .55) and discriminant validity (rs = -.01-.33; Shear et al., 1997), and
excellent interrater reliability was achieved in the parent study (ICC [2,1]= .95).
The Working Alliance Inventory (WAI; Tracey & Kokotovic, 1989) was
administered to therapists (WAI-T) and clients (WAI-C) at Sessions 2, 5, and 10 to assess
the strength of the therapeutic alliance. Of 12 items, 9 comprise a factor related to
therapist-patient agreement on tasks and goals that has been shown to predict CBT
outcome (Webb et al., 2011). These nine items were rated on a 7-point scale and
averaged for analyses, such that scores range from 1 (poor) to 7 (strong). Both therapist
and client versions of the questionnaire have excellent internal consistency (α = .83-.96;
Busseri & Tyler, 2003).
Statistical Analyses
Putative mediators of the relationship between hostile resistance in Session 10 and
less subsequent PDSS change were examined separately using hierarchical linear
modeling (HLM). All HLMs predicted rate of PDSS change subsequent to Session 10
(i.e., the time at which hostile resistance was measured), and included the residuals from
regressing Session 10 PDSS on baseline PDSS as a covariate to control for the influence
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of PDSS change prior to Session 10. In Step 1, zero-order correlations between putative
mediators and hostile resistance were examined. Step 2 involved examining whether each
mediator independently predicted PDSS change (i.e., without including hostile resistance
in the model). In Step 3, the mediator and hostile resistance were entered into a HLM
together to assess hostile resistance’s effect on outcome when controlling for the
mediator. Results in this step would suggest mediation if (a) the Mediator x Time
interaction were significant, and (b) controlling for the mediator eliminated (full
mediation) or reduced (partial mediation) the statistically significant relationship between
hostile resistance and PDSS change (i.e., the Hostile Resistance x Time term became less
or non-significant). Time (session number) was modeled as a random effect while hostile
resistance and mediators were modeled as fixed. Intercepts were modeled as fixed
because their variance in this sample approached zero (i.e., patients started treatment with
comparable PDSS scores), inconsistent with the assumptions of random effects.
Whereas hostile resistance in Session 10 is related to less improvement on the
PDSS, hostility in Session 2 predicts drop out (Schwartz et al., 2018). As such, logistic
regressions were used in examinations of Session 2 hostile resistance, with drop out as
the binary dependent variable. Because we hypothesized that clients might not drop out if
therapists brought in more off-protocol behaviors following hostile resistance, models of
attrition tested adherence- and alliance-based factors as moderators, rather than
mediators, of outcome. A significant Moderator x Hostile Resistance interaction term
would indicate the presence of moderation.
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For tests of curvilinear mediators/moderators, all relevant subcomponent terms
were included in the models, with the primary interaction of interest being the MediatorSquared x Hostile Resistance term (or Moderator-Squared x Hostile Resistance, for
models of attrition).
Given our focus on whether hostile resistance affects therapists’ behavior in the
moments following client hostility, all models included hostile resistance and
mediator/moderator variables that were concurrently measured. That is, tests of mediation
of the association between hostile resistance in Session 10 and worse symptom change
used adherence and off-protocol scores that were also measured in Session 10; tests of
moderation of the relationship between hostile resistance in Session 2 and drop out used
adherence, off-protocol, and alliance scores measured in Session 2. The exception was
for examinations of working alliance as a mediator of PDSS change: Given our
hypothesis that hostile resistance in Session 10 leads to a deterioration in working
alliance (and, in turn, worse outcome), to rule out the possibility that the alliance had
always been poor these models used a residualized alliance variable, generated by
regressing alliance in Session 10 on the average of earlier alliance scores (measured in
Sessions 2 and 5). Type I error was set at .05 for all analyses. Analyses were conducted
using SAS version 9.4.
Results
Overall, the sample was characterized by fairly high working alliance in both
Session 2 (M = 5.69, SD = 1.03 client-rated; M = 5.46, SD = 0.84 therapist-rated) and
Session 10 (M = 6.05, SD = 0.89 client-rated; M = 5.71, SD = 0.93 therapist-rated).
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Adherence was also generally high in the subset of sessions rated, with a mean adherence
score of 5.31 (SD = 0.92) and 4.89 (SD = 0.98) in Sessions 2 and 10, respectively. Fortynine (87.5%) of the Session 2s and 48 (85.7%) of the Session 10s had at least adequate
adherence (i.e., a score of at least 4). Use of off-protocol interventions was low in both
Session 2 (M = 1.66, SD = 0.17) and Session 10 (M = 1.66, SD = 0.24), indicating that
resorting to off protocol techniques was only “slightly typical” of the average session. On
average, adherence declined by 0.4 points from Session 2 to Session 10, whereas use of
off-protocol techniques did not change over treatment.
Zero-order correlations between hostile resistance and mediators/moderators are
presented in Table 2.1. Only residualized working alliance scores were significantly
correlated with hostile resistance: When clients were hostilely resistant in Session 2, both
client- (r = -.58, p < .0001) and therapist-rated (r = -.41, p = .002) alliance subsequently
declined at medium-large effects. Similarly, expressing hostile resistance in Session 10
was associated with a working alliance that had already been on the decline at a mediumsized effect, both when client- (r = -.36, p = .04) and therapist-rated (r = -.32, p = .03).7
No other adherence or alliance factors were significantly correlated with hostile
resistance in either session, all ps > .07.
PDSS Symptom Change
As reported in Table 2.2, HLM analyses revealed that neither adherence (whether
linear or curvilinear), nor use of off-protocol techniques (whether linear or curvilinear),
nor change in working alliance (whether therapist- or client-rated) were predictive of
7

Recall that it is not possible to assess whether hostility in Session 10 is associated with a
subsequent decline in the alliance because alliance was not assessed after Session 10.
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PDSS change, independent of hostile resistance (all ps > .34, all |r|s < .13). When these
variables were entered into HLM models with hostile resistance (Table 2.3), none
emerged as significant mediators of the association between hostile resistance in Session
10 and worse symptomatic improvement: All Mediator x Time terms were nonsignificant (ps > .37, |r|s < .13), and in all but one case, hostile resistance’s effect on
PDSS change remained statistically significant, predicting a slower rate of change, even
after controlling for the mediating variable. This pattern is inconsistent with mediation.
The exception was in the model examining change in client-rated working alliance (WAIC), in which the statistical significance of hostile resistance was reduced to p = .16.
However, given that (a) this analysis’ sample was greatly diminished (n = 31) due to
missing questionnaires, (b) the WAI-C x Time term was not significant in this model or
when examined as an independent predictor, and that (c) hostile resistance’s effect
remained a near medium r of -.26, which is highly comparable to the median r of -.29 for
the significant effect of hostile resistance in analyses with larger samples, we think it
probable that hostile resistance’s lesser significance owed to the reduced sample, rather
than providing evidence of partial mediation.
Drop Out
Results from logistic regression analyses are reported in Table 2.4. Tests of
moderation revealed that neither adherence (whether linear or curvilinear), nor use of off
protocol techniques (whether linear or curvilinear), nor working alliance (whether
therapist- or client-rated) moderated whether clients who were hostilely resistant in
Session 2 dropped out of CBT, all Moderator x Hostile Resistance ps > .36. Moreover,
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none of the main effects of these Session 2 factors were significant, all Moderator x Time
ps > .50.
Discussion
Using data from a trial of CBT for panic disorder, the present study examined
whether hostile resistance leads to poor outcomes by way of degrading the working
alliance or altering therapists’ ability to deliver the treatment faithfully. Contrary to
hypotheses, therapist adherence—whether conceptualized as linear, curvilinear, or as the
use of off-protocol techniques—was unrelated to both hostile resistance and outcome,
and did not account for hostile resistance’s association with attrition or poor symptomatic
improvement. Results were similar for working alliance: Although hostile resistance was
significantly related to preexisting and subsequent declines in the alliance, this
relationship did not explain why clients who were hostilely resistant went on to drop out
of therapy and improve less in panic symptoms.
Understanding how hostile resistance translates into poor outcomes could help
guide therapists’ response to such behavior once it occurs; nevertheless, none of the
factors we examined appeared to be operative mechanisms through which hostility exerts
its negative effect, consistent with the difficulty others have had in identifying mediators
of resistance’s impact, more broadly (Aviram & Westra, 2011; Hara et al., 2018). Given
our uncertainty as to whether poor adherence would be protective or harmful in the
context of hostility, it is possible that adherence’s role might have been masked if both
were true: While in some cases poor adherence may have led to worse outcomes by
limiting the dose of the intervention delivered, in others it may have represented a degree
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of flexibility that was constructive; were this the case, the positive and negative effects of
low adherence may have canceled out. This account is supported by Hauke et al. (2014),
who found that adherence was both a force for good and ill in CBT for panic depending
on the stage of therapy, session content, and patient characteristics.
Alternatively, given the heterogeneity in the origins of hostile resistance
(Schwartz, Chambless, Milrod, et al., under review), it may be that the mechanisms we
posited operate only within certain subgroups of hostilely resistant clients but not others.
In a grounded theory examination of the moments preceding hostile exchanges,
Schwartz, Chambless, Milrod, et al. (under review; Chapter 1) identified two distinct
pathways to hostile resistance: In the first, patients’ challenging dispositions (i.e., high
levels of narcissism, obsessiveness, anger, or defiance) played a primary role; by contrast,
patients who followed the second pathway were not dispositionally challenging, but
rather became hostile due to therapist failures—particularly of empathy. These two
groups were combined for analyses to increase statistical power; however, as hostile
behavior may affect therapists, therapy, and the therapeutic relationship differently in
these subgroups, this study’s treatment of hostile resistance as a homogenous
phenomenon may have inadvertently obscured an important distinction.
It is also possible that, at least in certain subgroups, hostile resistance may not
play a causal role in derailing treatment, but rather represent a marker for another process
that already interferes with treatment. In the first pathway identified by Schwartz,
Chambless, Milrod, et al. (under review), for instance, hostility may simply denote
patients with challenging personality traits who would be unlikely to improve in short72

term, highly structured CBT protocols such as that used in the present study. Indeed,
hostilely resistant clients met criteria for more personality disorder traits than their neverhostile counterparts in this sample (Schwartz, Chambless, Milrod, et al., under review).
However, militating against this possibility is that neither Cluster B (Schwartz,
Chambless, Barber, & Milrod, under review; i.e., Chapter 3) nor Cluster C (Chambless et
al., 2017) personality pathology is related to outcome in this trial—suggesting that hostile
resistance’s negative relationship to outcome is not simply due personality pathology.
Similarly, we have previously ruled out that hostile resistance’s impact is an artifact of its
association with poor expectancy for improvement (Schwartz et al., 2018). In fact, hostile
resistance is unrelated to a variety of demographic and clinical factors (e.g., gender,
functional impairment, panic severity; Schwartz, Chambless, Milrod, et al., under review;
see Chapter 1), as well as to other known predictors of improvement in this sample (e.g.,
age of panic onset, agoraphobia; Schwartz et al., 2018).
Thus, if hostile resistance is indeed a marker for another, already destructive
process, what specifically this process is is far from obvious. Rather, at least for certain
patients, we think it likely that hostile resistance plays a causal role in derailing therapy.
Although this study was unable to pinpoint the mechanisms through which this happens,
examining other candidates represents an important future direction. Given that client
hostility has been shown to result in worse therapist competence (e.g., Boswell et al.,
2013; Foley et al., 1987), future studies might examine whether hostile resistance leads to
poor outcome by way of impairing therapists’ ability to deliver the treatment skillfully.
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Alternatively, hostile resistance may interfere with clients’ ability to engage with the
treatment, thereby hampering response (Jungbluth & Shirk, 2009).
Findings add to a mixed literature on whether therapist adherence is related to
outcome. Consistent with findings from Webb et al.’s (2010) meta-analysis that
adherence has essentially no effect on either psychotherapy outcome (r = .02 based on 32
studies) or CBT outcome specifically (r = .04 based on 9 studies), neither adherence to
prescribed interventions nor borrowing techniques from other interventions was
significantly related to outcome in this study. Findings also add to a limited literature on
the adherence-outcome relationship in panic disorder, specifically. That only one of the
CBT studies in this meta-analysis was on panic disorder attests to this gap, especially
relative to studies of major depression (Webb et al., 2010). However, the dearth of
adherence-outcome studies in panic disorder specifically may be important in light of
concerns that depression findings may not generalize, as treatments for depression are
generally less structured than those for panic (Huppert et al., 2006). Even within anxiety
disorders, adherence’s effect on outcome has been shown to vary (Haug et al., 2016),
suggesting that disorder-specific examinations of the adherence-outcome relationship
may indeed be necessary.
To our knowledge, ours is one of only six studies to examine the impact of
therapist adherence on CBT for panic disorder outcome, four of which were published
subsequent to Webb et al’s (2010) review. Consistent with our findings, none of these
studies detected a significant association between adherence and panic symptom change
(Boswell et al., 2013; Haug et al., 2016; Hauke et al., 2014; Huppert et al., 2006; Weck et
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al., 2016)—suggesting that adherence may be similarly inert whether or not treatment is
highly structured. That said, our findings may seem at odds with those of Huppert et al.
(2006) and Hauke et al. (2014), both of whom reported a significant interaction between
adherence and client motivation. Although Huppert et al. (2006) found that higher
adherence was related to worse outcome when clients were less motivated, Hauke et al.
(2014) only found this interaction to be important in the context of other factors
(functional impairment, stage of therapy). Several factors might explain the apparent
discrepancies with our findings. First, although hostile resistance is related to poor
expectancy (and thus, perhaps, motivation), the two constructs are not redundant
(Schwartz et al., 2018). Second, Huppert et al. (2006) did not control for temporal
precedence, making it possible that therapists were less adherent only with clients who
were already doing well. Third, the three studies rated adherence in different sessions,
even though adherent execution of certain parts of the protocol may be more important
than others (Hauke et al., 2014).
Contrary to evidence that moderate levels of adherence may be more beneficial
than highly rigorous adherence (the so-called Goldilocks effect; e.g., McCarthy et al.,
2016), there was no relationship between curvilinear adherence and outcome in this
study—suggesting that the reason previous adherence-outcome studies conflict may not
be that the relationship is nonlinear. Rather, perhaps inconsistencies in the literature are
so rampant because adherence’s relevance to outcome depends on a variety of contextual
factors, such as clinical characteristics or what point in treatment adherence was
measured (Hauke et al., 2014).
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Our finding that hostile resistance was unrelated to therapist adherence and use of
off-protocol techniques was consistent with Weck et al.’s (2016) report that patients’
problematic interpersonal behavior in the first session of CBT for panic disorder was
unrelated to adherence. However, our results are at odds with those from a related
sample, in which higher client resistance was associated with worse adherence and more
borrowing from interventions outside the CBT model (Zickgraf et al., 2015). The
discrepancy may be due to our focus on resistance expressed in a hostile manner, whereas
Zickgraf et al. (2015) were concerned with resistant behaviors more broadly. Moreover,
whereas Zickgraf et al. (2015) assessed adherence in Session 6 of the CBT protocol, our
study rated adherence in Sessions 2 and 10. Relative to these sessions, Session 6 may be
characterized by a particularly ambitious agenda: While Sessions 2 and 10 contain 6 and
5 agenda items in this study’s protocol, respectively, Session 6 required that therapists
cover 10 agenda items to achieve adherence. Thus, it may be that resistance made it more
difficult for therapists to get through longer agendas, while having less of a derailing
effect on sessions with more built-in flexibility—once again pointing to the importance of
timing when investigating the role of adherence (Hauke et al., 2014).
Although previous studies have found poor working alliance to predict attrition
(Sharf, Primavera, & Diener, 2010), early working alliance was neither a moderator of
hostile resistance’s relation to drop out, nor an independent predictor of drop out in this
study. Similarly, a declining alliance neither mediated hostility’s relation to poor
symptomatic change nor was independently predictive of such outcome. That therapistrated alliance failed to predict outcome is perhaps unsurprising in light of meta-analytic
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evidence that therapist-rated alliance is less predictive of outcomes than client ratings
(Horvath & Symonds, 1991). Why client-rated alliance failed to predict outcome,
however, is less clear—especially as higher client-reported alliance predicted greater
symptom change in a related sample (Solomonov et al., in prep). This inconsistency may
be explained by our study’s use of a residualized variable to capture decline in alliance
over time and our between-person approach; in contrast, Solomonov et al. (in prep)
examined within-patient fluctuations in the alliance in relation to outcome. It could also
be that alliance results were non-significant due to this variable’s reduced sample, as
questionnaires were missing for almost half of the sample; however, that alliance’s effect
size was negligible (r = .05) in this analysis militates against this possibility. Given that
other studies have similarly failed to detect a relationship between alliance and outcome
in CBT for panic (e.g., Ramnerö & Öst, 2007), additional alliance-outcome research in
this population may be warranted.
While unrelated to outcome, a declining alliance was significantly related to
hostile resistance: Compared to their non-hostile counterparts, clients who were hostilely
resistant in Session 2 were significantly more likely to experience subsequent declines in
alliance; likewise, exhibiting hostile resistance in Session 10 was associated with an
alliance that had already been on the decline. Although previous reports have linked poor
alliance with more resistance to treatment (Westra & Norouzian, 2017) and problematic
interpersonal behavior (Weck et al., 2016), more generally, to our knowledge this is the
first study to establish a bidirectional association between hostile treatment of therapists
and a deteriorating working alliance. If poor alliance is both a cause and a consequence of
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hostile resistance, findings underscore the importance of therapists’ attentiveness to the
therapeutic relationship—particularly if clients’ hostile displays provoke emotional
reactions that interfere with therapists’ ability to maintain a positive rapport (Schwartz,
Chambless, Milrod, et al., under review; Westra et al., 2012).
Limitations of the present study include the restricted range of the off-protocol
variable and the high volume of missing client-rated working alliance questionnaires,
which may have limited our ability to detect significant effects with these variables.
Moreover, given the small number of hostilely resistant patients (n = 10) within the larger
sample, mediation and moderation analyses may have been hampered by limited power.
Future studies might seek to replicate our results in larger samples. In addition, timing
issues may pose a constraint on our ability to interpret tests of working alliance as a
mediator. Although measurements of alliance and hostile resistance were taken
concurrently in that both were measured at Session 10, the study protocol did not specify
whether the working alliance questionnaire should be administered before or after this
session. Thus, we are unable to establish that working alliance was always assessed after
hostile resistance, potentially inconsistent with tests of mediation.
Though this study’s overall hypotheses were not supported, findings are
nevertheless consistent with the recent movement to shift focus away from faithful and
adherent delivery of empirically supported treatments (EST), and instead towards flexible
incorporations of theory-informed departures from such protocols (e.g., Constantino et
al., 2020). Given that adherence is often unrelated to outcome in ESTs—as was the case
in this study—these authors have argued that the traditional emphasis on strict adherence
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should be broadened to include an approach to ESTs that encourages responsively
adjusting treatments according to the client’s individual qualities, context, and
momentary interactions with therapists. According to such frameworks, hostile resistance
might be viewed as a contextual process marker that would prompt therapists to
incorporate theoretically “off brand” interventions (Constantino et al., 2020). Although
the use of off-protocol techniques was not a significant mediator in this study, such transtheoretical borrowing was extremely rare—likely because therapists were discouraged
from using non-CBT interventions that might contaminate an arm of a clinical trial. Thus,
this study may not provide a true test of whether the use of off-protocol techniques
attenuates hostile resistance’s deleterious impact on CBT. Indeed, the limited scope of
our off-protocol measure represents one of this study’s more significant limitations:
While the off-protocol variable captured the use of techniques from a variety of
theoretical frameworks (e.g., psychodynamic), it did not include items for every nonCBT orientation; the absence of motivational interviewing (MI) items is particularly
notable, given evidence that MI may be especially protective with other forms of
resistance (Aviram et al., 2016). Grouping techniques from a variety of theoretical
orientations into a single score also precluded tests of whether certain interventions may
be more useful than others when clients become hostile.
Therapists have reported wanting more guidance on how to manage resistant
clients (Wolf & Goldfried, 2014). While this study’s findings are consistent with the view
that therapists should strive to be flexible and adaptive when confronted with client
hostility, an important direction for future research will be to determine which specific
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strategies are optimally suited for such moments so that therapists feel better equipped to
navigate these rare—yet powerful—events in therapy.
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Table 2.1
Pearson Correlations of Hostile Resistance with Mediator/Moderator Variables
Hostile Resistance,

Hostile Resistance,

Session 2

Session 10

Adherence, Session 2

< .01

-.18

Adherence, Session 10

-.11

-.25

Adherence, Session 2 (Curvilinear)

-.02

-.19

Adherence, Session 10 (Curvilinear)

-.12

-.21

Off-Protocol, Session 2

.07

-.01

Off-Protocol, Session 10

.15

-.06

Off-Protocol, Session 2 (Curvilinear)

.06

-.01

Off-Protocol, Session 10 (Curvilinear)

.17

-.05

Working Alliance-Client, Session 2

-.08

-.15

Working Alliance-Therapist, Session 2

-.17

.18

Working Alliance-Client, Session 10 Residualized

-.58**

-.36*

Working Alliance-Therapist, Session 10 Residualized

-.41**

-.32*

Note: The residualized working alliance score is the residual of regressing Session 10
alliance on the average of alliance scores from Sessions 2 and 5. As the absence and
presence of hostile resistance was coded as 0 and 1, respectively, negative correlations
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indicate that levels of the mediator/moderator variable were lower in the hostilely
resistant group.
* p < .05.
** p < .01
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Table 2.2
Mediators’ Prediction of Symptom Change after Session 10, Independent of Hostile Resistance
Mediator x Time Term

n

β

SE

t (df)

p

r

CI95%

Adherence

54

0.10

0.26

0.37 (87)

.71

.05

-.22, .31

Adherence-Squared

54

-0.05

0.15

-0.34 (86)

.74

-.05

-.31, .22

Off-Protocol

56

-0.98

1.00

-0.97 (92)

.34

-.13

-.38, .14

Off-Protocol-Squared

56

1.67

3.03

0.55 (91)

.58

.07

-.19, .33

Working Alliance-Client, Residualized

36

0.10

0.31

0.32 (62)

.75

.05

-.28, .38

Working Alliance-Therapist, Residualized

52

0.22

0.26

0.85 (88)

.40

.11

-.16, .38

Note: Results were generated using hierarchical linear modeling. All putative mediators were measured at Session 10 with the
exception of the two working alliance variables, which are residualized change scores (i.e., residuals of regressing Session 10 alliance
on the average of alliance scores from Sessions 2 and 5).
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Table 2.3
Mediation Results for the Association Between Hostile Resistance in Session 10 and Poor Subsequent Symptom Change
Mediation Model
Adherence x Time

n

β

SE

t (df)

p

r

CI95%

52

0.18

0.27

0.71 (85)

.48

.01

-.18, .36

-1.91

0.89

-2.13 (85)

.04

-.29

-.52, -.02

-0.14

0.16

-0.86 (84)

.39

-.12

-.38, .16

-2.11

0.93

-2.27 (84)

.03

-.31

-.53, -.04

-0.74

1.02

-0.72 (87)

.47

-.10

-.36, .17

-1.83

0.87

-2.11 (87)

.04

-.28

-.51, -.01

0.16

3.12

0.05 (86)

.96

.01

-.26, .28

-1.84

0.89

-2.08 (86)

.04

-.28

-.51, -.01

0.22

0.32

0.68 (51)

.50

.13

-.24, .46

-1.60

1.12

-1.43 (51)

.16

-.26

-.11, .56

0.24

0.27

0.90 (77)

.37

.13

-.16, .41

Hostile Resistance x Time
Adherence-Squared x Time

52

Hostile Resistance x Time
Off-Protocol x Time

53

Hostile Resistance x Time
Off-Protocol-Squared x Time

53

Hostile Resistance x Time
Working Alliance-Client x Time

31

Hostile Resistance x Time
Working Alliance-Therapist x Time

46

84

Hostile Resistance x Time

-1.80

0.90

-2.01 (77)

.048

-.29

< .001, .54

Note: Results were generated using hierarchical linear modeling. Mediation is suggested when the Mediator x Time term is significant
and the Hostile Resistance x Time term is non-significant. Hostile resistance and all putative mediators were measured at Session 10
with the exception of the two working alliance variables, which are residualized change scores. In these analyses, a negative Hostile
Resistance x Time effect indicates that hostile resistance predicts a slower rate of change on the Panic Disorder Severity Scale
(PDSS); a negative Mediator x Time effect indicates that a higher level of that mediator predicts a faster rate of PDSS change.
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Table 2.4
Moderation Results for the Association Between Hostile Resistance in Session 2 and Drop Out
Moderation Model

n

χ²

p

OR

CI95%

67

.01

.92

0.92

0.16, 5.39

Hostile Resistance

.13

.71

5.87

Adherence

.22

.64

1.52

.01

.91

1.00

Hostile Resistance

.01

.91

1.00

Adherence

.02

.91

1.00

Adherence-Squared

.01

.91

1.00

Adherence x Hostile Resistance

.01

.91

1.00

.49

.48

10.91

.83

.36

206.44

<.001

.98

0.93

Adherence x Hostile Resistance

Adherence-Squared x Hostile Resistance

Off-Protocol x Hostile Resistance
Hostile Resistance
Off Protocol

67

66

86

0.99, 1.01

0.01, 8721.97

Off-Protocol-Squared x Hostile Resistance

.55

.46

1.00

Hostile Resistance

.54

.47

1.00

Off Protocol

.43

.46

1.00

Off Protocol-Squared

.47

.50

1.00

Off Protocol x Hostile Resistance

.54

.46

1.00

.005

.95

1.00

Hostile Resistance

.004

.95

1.00

Working Alliance-Client

.01

.94

1.00

.01

.95

1.00

Hostile Resistance

.01

.91

1.00

Working Alliance-Therapist

.01

.91

1.00

Working Alliance-Client x Hostile Resistance

Working Alliance-Therapist x Hostile Resistance

66

49

64

0.99, 1.01

0.99, 1.01

0.99, 1.01

Note: Degrees of freedom = 1 for all Wald χ² tests. Results are from logistic regression analyses with drop out as the dependent
variable. Moderation is suggested by a significant Moderator x Hostile Resistance term (or Moderator-Squared x Hostile Resistance
for curvilinear moderators). Hostile resistance and all moderators were measured at Session 2. OR = Odds ratio.
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CHAPTER 3
Testing Clinical Intuitions about Barriers to Improvement in Cognitive-Behavioral
Therapy for Panic Disorder
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Abstract
Objective: Although clinical intuitions influence psychotherapeutic practice and are a rich
source of novel hypotheses for research, many remain to be empirically tested. This study
evaluates whether clinicians’ beliefs about barriers to progress in cognitive-behavioral
therapy (CBT) for panic disorder are supported by data. Method: Data from a
randomized-controlled trial comparing CBT to panic-focused psychodynamic
psychotherapy (PFPP) for adults with primary panic disorder (N = 161) were used to
evaluate 17 factors endorsed by clinicians as impediments to CBT in a recent survey.
Panic severity was assessed before, during (at Weeks 1, 5, and 9), and at termination of
treatment (Week 12) using the Panic Disorder Severity Scale. Results: Hierarchical linear
modeling revealed that none of the perceived barriers were predictive of poor outcome.
Contrary to clinicians’ intuitions, dissociation during panic attacks was associated with
greater symptomatic improvement in both treatment arms (β = -0.69, p < .05), above the
effect of established predictors. Moderation analyses revealed that when patients had
PTSD diagnosed with the Anxiety Disorders Interview Schedule (β = 1.71, p < .05) or
less severe panic (β = 0.45, p = .04), they changed more rapidly in CBT than in PFPP.
Overall, clinician agreement was inversely related to the strength of a predictor (r = -.30,
p = .24). Conclusions: Although clinical intuitions can be useful as clinical and empirical
signals, such beliefs should be critically examined before informing practice. Dialogue
between academics and clinicians might be enhanced through research that incorporates
input from front-line practitioners.
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Testing Clinical Intuitions about Barriers to Improvement in Cognitive-Behavioral
Therapy for Panic Disorder
Panic disorder affects 4.8% of individuals and is associated with poor quality of
life, functional impairment, and significant public health burden due to over-utilization of
healthcare resources (Davidson, 1996; Greenberg et al., 1999; Kessler et al., 2006).
Cognitive-behavioral therapy (CBT) is an efficacious treatment for panic; in fact, it may
be more effective than some pharmacotherapies (Mitte, 2005). However, for reasons that
remain poorly understood, approximately 40% of patients (Loerinc et al., 2015) do not
respond to CBT. Alternative psychotherapy options are increasingly amassing evidence
(e.g., panic-focused psychodynamic therapy or PFPP; Milrod et al., 2016), but it remains
unclear whether such interventions help patients who fail to respond to CBT. Identifying
predictors (prognostic factors) and moderators (prescriptive factors) of outcome can
facilitate the development of more targeted interventions for such patients, guide efforts
to match individuals to their optimal treatment, and ultimately mitigate panic disorder’s
substantial cost to the individual and society.
Despite many attempts, few replicated predictors of outcome in CBT for panic
have been identified, as is true for moderators of improvement in CBT compared to other
treatments. In a recent review of 52 studies examining pretreatment predictors (Porter &
Chambless, 2015), only one variable—agoraphobic avoidance—emerged as consistently
predictive of poor response. An additional four variables appeared negatively related to
outcome but less robustly so: early age of panic onset, high functional impairment, low
expectancy for change, and Cluster C personality. Although many other candidate
90

predictors were reviewed, the remaining variables were deemed either consistently
unrelated to CBT response, inconsistently related to outcome, or understudied. Porter and
Chambless (2015) also determined that examinations of treatment moderation were
extremely rare, and non-existent for comparisons of CBT to psychotherapeutic
alternatives. Only three moderation studies testing non-overlapping sets of variables were
identified. Nevertheless, there was some evidence that, relative to CBT, patients with an
early age of onset fared better with antidepressant medication; between cognitive therapy
(CT) and biofeedback, patients with low perceived emotional control appeared to do
better in CT, whereas those with higher anxiety sensitivity did better in biofeedback
(Porter & Chambless, 2015). Subsequent to this review’s publication, Chambless, Milrod,
et al. (2017) reported that, compared to dynamic therapy, CBT may be the treatment of
choice for patients with low expectancy and earlier panic onsets.
Relative to this literature on pretreatment factors, even less is known about how
aspects of the therapeutic process (hereafter, process predictors) relate to CBT for panic
outcome. Some evidence suggests that homework compliance (Cammin-Nowak et al.,
2013; Meuret, Hofmann, & Rosenfield, 2010), therapist competence and adherence (e.g.,
Haug et al., 2016; Huppert, Barlow, Gorman, Shear, & Woods, 2006), working alliance
(Solomonov et al., in prep), and hostile behavior towards therapists (Schwartz,
Chambless, McCarthy, Milrod, & Barber, 2018) are prognostic of response. However,
this body of research is modest and has examined only a segment of potentially important
process predictors, thus requiring replication and extension.
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In sum, the field has had limited success in establishing replicated predictors and
moderators of change in CBT for panic. There is therefore a need to examine a wider
range of variables in order to identify novel predictors, and to replicate understudied
findings. One potentially rich source of novel candidate predictors is the observations of
front-line practitioners. Testing hypotheses based on clinical experiences not only
generates new avenues of research, but also aligns with the collaborative initiative of
Divisions 12 (Society of Clinical Psychology) and 29 (Society for the Advancement of
Psychotherapy) of the American Psychology Association (APA) to improve the quality of
treatments by increasing dialogue between researchers and clinicians (Goldfried et al.,
2014). Moreover, to the extent that beliefs about prognostic markers influence clinicians’
behavior, planning, and optimism about recovery, identifying and correcting
misconceptions can improve outcomes. If, for instance, clinicians perceive factors to be
related to CBT outcome that are in fact unrelated, research evaluating these beliefs might
prevent providers from prematurely labeling patients as intractable or abandoning CBT in
favor of less effective treatments. Therefore, the present investigation aims to test
hypotheses, drawn from clinical reports, related to predictive and prescriptive variables in
the treatment of panic disorder. Specifically, data from a randomized controlled trial
(Milrod et al., 2016) will be used to evaluate clinical intuitions reported in a recent survey
of community providers (Wolf & Goldfried, 2014). In this study, 338 clinicians
completed an Internet-based questionnaire and endorsed numerous patient, treatment, and
contextual factors as impediments to their ability to deliver CBT for panic disorder.
Although these beliefs likely inform practice in the community, it remains unclear
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whether they are empirically borne out and, if so, whether non-CBT treatments (e.g.,
PFPP) might do better.
A handful of the treatment barriers reported in this survey have already been
evaluated using this trial’s data, and have garnered some support. For example, 34% of
clinicians endorsed a “controlling and critical” family as a barrier, and higher perceived
criticism from relatives was in fact related to worse outcome (Chambless, Allred, et al.,
2017). Similarly, the intuition shared by 37% of clinicians that “resistance to the
directiveness of treatment” impedes treatment was partially supported in Schwartz et al
(2018), who found that, while most forms of client resistance were benign, resistance
delivered in a hostile manner predicted attrition and worse symptomatic improvement in
CBT. Moreover, just as 60% of clinicians identified “minimal motivation” as a barrier,
lower expectancy for change was shown to predict worse improvement in both the CBT
and psychodynamic arms of the parent trial (Chambless, Milrod, et al., 2017).
In other cases, however, our data have not supported clinicians’ beliefs. For
instance, chronicity of panic (endorsed by 57% of clinicians in Wolf & Goldfried, 2014),
functional impairment (39% endorsement), and perfectionism (30% endorsement) were
all found to be unrelated to outcome in both the CBT and dynamic arms (Chambless,
Milrod, et al., 2017). That certain clinical intuitions have been empirically borne out,
while others have not, underscores the importance and utility of research that tests
hypotheses generated from clinical reports: While often correct and thus useful as clinical
and empirical signals, clinical intuitions are not uniformly upheld and ought not be
adopted indiscriminately, absent empirical scrutiny.
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The present investigation evaluates whether 17 pretreatment and process factors,
endorsed by clinicians as barriers to progress in CBT for panic, impede CBT’s efficacy in
a clinical trial. Several of these putative barriers represent predictors that are understudied
or for which there is mixed evidence, and thus require replication (e.g., panic severity,
homework compliance, Cluster B personality, comorbid depression, strict therapist
adherence, working alliance); others are novel and have not yet been tested in relation to
CBT outcome. For instance, to our knowledge, no studies have examined patients’
intellectual ability, tendency to dissociate, unassertiveness, environmental stress,
comorbid PTSD, social isolation, or specific beliefs about the causes or treatment of
panic as predictors of outcome—despite agreement among clinicians that these factors
hinder CBT’s efficacy (Wolf & Goldfried, 2014). While this study’s primary focus is
testing clinical intuitions about barriers to CBT, when data are available we will also
examine whether these variables moderate outcome in CBT compared to PFPP. This
approach allows for the assessment of whether, if a factor is prognostic of poor response
in CBT, a different therapy should be used. A second benefit of this approach is that,
when moderation by treatment arm is absent, we may combine the CBT and PFPP
samples to increase power in prediction analyses.
Method
As part of a larger trial, 161 adults with panic disorder were randomized to CBT
or PFPP at the University of Pennsylvania or Weill Medical College of Cornell
University. CBT and PFPP produced overall response rates of 63% and 59%,
respectively; at Cornell the two therapies were comparable, whereas at Penn CBT
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patients improved more than PFPP patients (Milrod et al., 2016). In both arms, patients
received up to 24, twice-weekly sessions over 12 weeks and completed regular
assessments. The primary outcome measure was the Panic Disorder Severity Scale
(PDSS; Shear et al., 1997), a 7-item clinician-rated measure of panic severity that was
administered before, during (at Weeks 1, 5, and 9), and at termination of treatment (Week
12). The PDSS has strong discriminant and convergent validity (Shear et al., 1997) and
excellent interrater reliability in this trial (Milrod et al., 2016). All interview measures
were conducted by independent evaluators uninformed as to treatment assignment.
Informed written consent was obtained from all patients, and approval for this research
obtained from the Institutional Review Boards of both sites. Further details on the parent
trial can be found in Milrod et al. (2016).
Participants
Participants had primary panic disorder with or without agoraphobia. CBT (n =
81) and PFPP (n = 80) patients did not differ demographically (all ps > .17) except for
gender: CBT and PFPP arms were 57% and 73% female, respectively. The full sample
had a mean age of 39.4 (SD = 13.2); 119 (74%) patients were White, 31 (19%) were
African American, 8 (5%) were Asian, 1 (1%) was Native American, 2 (1%) identified as
“other,” and 24 (15%) were Hispanic. Eighty-three patients (52%) were treated at Penn
and 78 (48%) at Cornell. Patients were excluded from the trial if they were dependent on
substances, acutely suicidal, in concurrent therapy, or had a history of psychosis or
mania.
Treatments
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All therapists had doctoral degrees and at least two years of post-graduate clinical
experience (M = 13.2, SD = 7.9).
CBT. CBT followed a modified version of Panic Control Therapy (PCT; Craske,
Barlow, & Meadows, 2000), consisting of psychoeducation, correction of dysfunctional
beliefs about panic and anxiety, diaphragmatic breathing retraining, homework, and
gradual exposure to feared situations (in vivo) and bodily sensations (interoceptive). CBT
Sessions 2, primarily consisting of psychoeducation, and 10, which mainly entailed
cognitive restructuring, were the focus of behavioral coding measures (therapist
adherence and homework compliance; c.f., Measurement of Treatment Barriers). These
sessions were used in order to sample from early- and middle-portions of the protocol.
CBT was administered by eight therapists (8 White, 6 women).
PFPP. A distinct set of 16 therapists (15 White/1 Asian, 6 women) delivered
PFPP (Milrod, Busch, Cooper, & Shapiro, 1997). PFPP assumes that panic symptoms are
somatic expressions of unconscious psychological conflicts (e.g., related to dysregulated
attachment, conflicted dependency, expressions of guilt/anger). As such, treatment entails
exploring feelings and subjective content related to panic onset, symptoms, and the
circumstances of episodes, to help the patient to decode their psychological significance,
and in the service of uncovering and addressing core conflicts—thereby reducing panic
vulnerability.
Selection of Predictors
Wolf and Goldfried’s (2014) survey reported on 66 putative barriers, ranging
from 3% to 70% in clinician endorsement (M = 34.6%, SD = 16.6). We decided a priori
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that only those barriers endorsed by at least 20% of clinicians held sufficient clinical
agreement to warrant evaluation in this study, which resulted in the elimination of 16
barriers. Of the 50 variables remaining, 7 had been tested elsewhere using these data (see
Introduction), and we did not have data to test an additional 26—creating a final sample
of 17 putative predictors. See Table 3.1 for descriptive statistics and the percentage of
clinician endorsement for each predictor.
Measurement of Treatment Barriers
Below we list perceived treatment barriers as they were phrased and categorized
in Wolf and Goldfried’s (2014) report, along with our operationalization of these
variables.
Barriers Due to Symptoms Related to Panic Disorder.
“Panic severity.” The presence and pretreatment severity of panic disorder was
assessed at screening using the Anxiety Disorders Interview Schedule (ADIS-IV;
Brown, DiNardo, & Barlow, 2004), a widely used semi-structured diagnostic interview.
To capture severity, interviewers assigned a Clinical Severity Rating ranging from 0
(absent) to 8 (severe). Interrater reliability of a subset of these ratings was excellent (ICC
[2,1] = .86).
“Post-traumatic stress disorder” (PTSD). A diagnosis of PTSD was also
assessed at screening using the ADIS-IV. Interrater reliability for this dichotomous
variable based on a sample from the parent study was fair-to-good (κ = .67).
“Tendency to dissociate.” During the administration of the ADIS-IV, patients
were asked to rate distress related to “feelings of unreality or being detached from
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oneself” during a full or limited symptom panic attack from 0 (none) to 8 (severe).
“Feelings of unreality” describes derealization, while “feelings of being detached from
oneself” describes depersonalization—two forms of dissociation. Patients reporting a
rating greater than 0 on this symptom item were considered to experience dissociation
during panic attacks. Interrater agreement on the extraction of data for this dichotomous
variable was very high (98.8%).
Barriers Due to Other Patient Characteristics.
“Dependency/unassertiveness.” The nonassertive subscale of the Inventory of
Interpersonal Problems-Shortform (IIP; Alden, Wiggins, & Pincus, 1990), a selfreport measure of interpersonal problems, assessed clients’ dependency/unassertiveness.
At baseline, patients rated the extent to which they agreed with items from 0 (not at all)
to 4 (extremely). Of 64 IIP items, 8 were summed to compute this subscale (e.g., “It is
hard for me to let other people know what I want”). This scale had excellent internal
consistency (α = .87) and was moderately correlated with number of SCID-II dependent
personality traits (rs = .28, p = .001) in this sample.
“Depressed mood/mood disorder.” Patients meeting ADIS-IV criteria at
screening for major depressive (MDD) and/or dysthymic disorder were designated as
depressed. Interrater reliability was excellent for diagnoses of both MDD (κ = .79) and
dysthymia (κ = 1.00).
“Inability to work independently between sessions.” Homework compliance was
rated in the CBT arm (there being no homework in PFPP) by five advanced
undergraduates using the Homework Compliance Form, a scale adapted from existing
98

measures of homework compliance (e.g., Homework Compliance Scale; Primakoff,
Epstein, & Covi, 1986). Coders watched videos of CBT Sessions 2 and 10 and selected
one of the following ratings to capture the extent to which a patient completed the
assigned homework in a given session: (a) did not understand; (b) did not attempt; (c)
completed but did not bring in; (d) completed small part of the homework; (e) completed
at least half of the homework; (f) completed all of the homework; (g) completed more
homework than was assigned. When “completed [homework] but did not bring in” was
selected, a second rating specified the amount of homework that the patient completed.
These ratings were used to compute two overlapping aspects of homework-related
behavior: (a) homework completion, or the proportion of homework completed compared
to full amount assigned (where 1 = none/small, 2 = less than half, 3 = most/all), and (b)
homework compliance, which captures the extent to which patients abided by the full
scope of homework-related instructions (including bringing the homework into session; 1
= noncompliant, 2 = compliant). Interrater reliability was moderate-to-strong for both
completion (rs = .55) and compliance (rs = .71). Ratings for Sessions 2 and 10 were
pooled for each patient to provide a more reliable estimate of homework behaviors.
“Intellectual/cognitive/introspective ability is limited.” The Shipley (Shipley,
1940) is a brief clinician-administered assessment of general intellectual functioning
(e.g., abstract thinking, vocabulary) that was given at screening. Raw scores and agebased norms were used to estimate patients’ intellectual quotient (IQ), where a score of
100 reflects average intelligence.
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“Personality disorders.” While the Structured Clinical Interview for DSM-IV
Axis II (SCID-II; First, Spitzer, Gibbon, Williams, & Benjamin, 1996) assesses traits of
three personality disorder clusters, Cluster A (odd/eccentric) was too infrequent to test in
this sample, and Cluster C (anxious/fearful) has been examined in relation to outcome in
this trial elsewhere (Chambless, Milrod, et al., 2017). As such, total number of Cluster B
(dramatic/dysregulated) traits for which a patient met criteria at baseline was represented
in a continuous variable with excellent interrater reliability (ICC = .87; Keefe, Milrod,
Gallop, Barber, & Chambless, 2018).
Barriers Due to Patient Expectations.
“Need medication to reduce panic.” The Attitudes and Expectations
Questionnaire (AEQ) is a self-report questionnaire that was adapted for the parent trial
from similar measures to assess patients’ beliefs in the causes of, and potential remedies
for, their difficulties. Patients completed the AEQ at screening and were asked to rate
from 1 (not helpful at all) to 7 (extremely helpful) the extent to which medicine “would
be helpful to you in treating your panic attacks.”
“Pessimism due to disappointment with past therapy.” Although pessimism
related to past therapy was not directly assessed, on the AEQ patients reported the
number of times they had previously tried therapy (at least two sessions) to help with
their problems. Given that prior treatment attempts might lead to pessimism about
therapy, we use this variable as a proxy.
Barriers Due to Patient Beliefs.
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Belief that “being anxious is abnormal/dangerous.” The Anxiety Sensitivity
Index (ASI; Peterson, 1992), a 16-item self-report measure, was administered at baseline
to assess the degree of fear associated with bodily sensations related to the experience of
anxiety. Patients rated each item (e.g., “It scares me when my heart beats rapidly”) from
0 (very little) to 4 (very much), with items being summed such that higher scores reflect
more fear.
Belief that “panic is biologically based.” As part of the AEQ, patients were
asked to rate from 1 (has nothing to do with my problems) to 7 (accounts fully for my
problems) the extent to which “physical or biochemical problems” explain or cause their
panic symptoms.
Barriers Due to Patient’s Social System.
“Social isolation of patient.” On the AEQ, patients rated the extent to which they
felt “being alone and lonely too much of the time” contributed to their problems, from 1
(has nothing to do with my problems) to 7 (accounts fully for my problems). Although
this variable does not directly assess the extent of patients’ social isolation, it serves as a
proxy.
“Stress very high at home, work, or socially.” Using the same 1-7 scale, the
AEQ also asked patients to rate the extent to which three factors related to stress were
perceived to contribute to their problems (i.e., “having many arguments or conflicts with
my family;” “dissatisfaction with my job;” “having bad feelings about myself”). These
three items were averaged to form a stress composite, characterized by modest internal
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consistency (α = .54). As above, while this variable does not directly assess stress levels,
it serves as a proxy.
Barriers Due to Problems/Limitations Associated with CBT.
CBT “doesn’t deal with comorbid problems/symptoms.” If this were true, we
would expect patients with more comorbid diagnoses to have less success. The number of
comorbid Axis-I diagnoses for which patients met ADIS-IV criteria at baseline were
summed to create a continuous comorbidities variable, which included the following
conditions: social anxiety, generalized anxiety (GAD), obsessive-compulsive disorder
(OCD), specific phobia, PTSD, MDD, dysthymia, hypochondriasis, somatization, alcohol
abuse, and substance abuse.
“Strict adherence to CBT protocol.” Therapist adherence to the CBT protocol
was rated by five advanced undergraduates using session-specific CBT Adherence
Scales (Chambless & Sharpless, 2011), developed for the parent trial. Coders watched
videos of CBT Sessions 2 and 10 in their entirety, with two coders randomly assigned to
each session. Based on similarities in content, Sessions 3 and 9 were rated when Sessions
2 and 10 were unavailable, respectively. All scales contained between 3-10 items rated on
a Likert scale from 1 (non-adherent/no review) to 7 (adherent/complete review), which
were then averaged. Items assessed the degree to which therapists adhered to prescribed
interventions for that session, such as cognitive restructuring, homework review,
breathing skills, and components of psychoeducation and assessment. Coders were
trained by Dianne L. Chambless, one of the scales’ creators, and achieved excellent
interrater reliability (ICC [1,2] = .89 for Session 2/3, ICC [1,2] = .82 for Session 10/9,
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ICC [1,6] = .90 for the subset of 5 tapes rated by all coders for calibration). Adherence
scores for Sessions 2 and 10 of a given patient were averaged for this study to provide a
more reliable estimate.
Barriers Due to Therapy Relationship Issues.
“Therapy alliance not strong enough.” Given the emphasis in this study on
therapists’ perceptions, working alliance was assessed with the therapist-rated Working
Alliance Inventory (WAIT; Tracey & Kokotovic, 1989). Therapists completed this 12item measure at Sessions 2, 5 and 10. While a two-factor structure has been identified
(Andrusyna, Tang, DeRubeis, & Luborsky, 2001), only the factor related to therapistpatient agreement on goals and tasks predicts CBT outcome (9 items; Webb et al., 2011).
These nine items were averaged, and totals from all three sessions pooled, such that
scores range from 1 (poor) to 7 (strong). The WAIT has excellent internal consistency
(Busseri & Tyler, 2003).
Statistical Analyses
Hierarchical linear modeling (HLM) was used to determine whether putative
barriers predicted rate of PDSS change subsequent to the time at which the predictor was
measured. Normality of each predictor variable was checked and linear transforms
applied where necessary to correct for skew (n = 4). The primary slope estimate of
interest in all HLM models was the interaction between the predictor variable and time.
When predictors were assessed in both treatment conditions, we also tested whether this
effect was moderated by treatment condition, as evidenced by a significant Predictor x
Time x Treatment interaction. If either of these terms was significant, contrasts were
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conducted to test slope differences across treatment arms and/or levels of the predictor. If
the Predictor x Time x Treatment interaction was not significant, a step-down procedure
was used to trim non-significant terms involving treatment from the model (retaining
those terms that were subcomponents of significant higher level interactions). Time
(session number) and intercepts were modeled as random effects while predictors were
modeled as fixed for all predictors except for working alliance; in this case, intercepts
were modeled as fixed to achieve convergence. To preserve power, Type I error was set
at .05 for all analyses. Analyses were conducted in IBM SPSS 23.0.
Models of predictors measured at baseline examined rate of PDSS change from
baseline onward. Of the 14 pretreatment predictors, 3 were significantly correlated with
baseline PDSS: panic severity, ASI, and social isolation (ps < .03). To mitigate the risk of
a spurious relationship with PDSS slope, given that more severely ill patients exhibit
steeper slopes, residualized forms of these predictors were used in HLM, generated by
regressing each predictor on baseline PDSS.
Three predictors were measured mid-treatment: therapist adherence, working
alliance, and homework compliance. As all three include measurements taken as late as
Session 10, we calculated the slope effect beginning from Session 10 in these models,
rather than baseline. To control for any possible influence of PDSS change prior to
Session 10 on these mid-treatment predictors, the residuals from regressing Session 10
PDSS on baseline PDSS were included as a covariate. When a Session 10 PDSS score
was missing, Session 5 PDSS was used to generate this residualized change variable in
order to retain as many individuals as possible. Sensitivity analyses were run without
104

individuals retained in this way to ensure the robustness of findings.
Results
HLM results are presented in Table 3.1. Tendency to dissociate significantly
predicted symptom change, while PTSD and initial panic severity significantly
moderated outcome. Probes of these findings are described in detail, below. No other
variables emerged as significant overall predictors (all ps > .10, |r|s < .14) or moderators
(all ps > .16) of outcome. In the model for dissociation, the Treatment x Time term was
retained as a significant covariate. Otherwise, treatment terms were trimmed entirely
from all models with non-significant Predictor x Time x Treatment interactions, such that
covariates included only Time, Predictor, and Predictor x Time.
Tendency to Dissociate
Sixty (72%) patients reported dissociation during panic attacks. Dissociative
symptoms were predictive of change in treatment (β = -0.69, SE = 0.35, t(73) = -1.95, p =
.05, r = -.22, CI95% [-.41, .00]), over and above a significant main effect of treatment
condition (β = -0.67, SE = 0.32, t(72) = -2.11, p = .04, r = -.23, CI95% [-.42, -.01]).
However, contrary to clinicians’ intuitions, contrast analyses revealed that patients
without dissociative symptoms improved at a slower rate (β = -1.04, SE = .31, t(68) = 3.35, p = .001, r = -.35, CI95% [-.53, -.14]) than those with such symptoms (β = -1.73, SE
= .25, t(71) = -6.97, p < .0001, r = -.61, CI95% [-.73, -.46]). This effect was not moderated
by treatment arm (p = .42).
Controlling for Known Predictors. To identify potential confounding variables,
independent-samples t-tests examined whether patients with versus without dissociative
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symptoms differed on three established predictors in this sample: age of panic onset,
agoraphobic avoidance, and expectancy (Chambless, Milrod, et al., 2017). Patients who
dissociate were found to have significantly earlier onsets (M = 23.55) than those without
such symptoms (M = 30.10, t(74) = -2.41, p = .02). Otherwise, the presence of
dissociation was not associated with any other known predictor, nor with baseline panic
severity or PTSD (all ps > .49). As such, age of onset was entered as a covariate in a
second model examining tendency to dissociate. Although age of onset was not a
significant predictor of PDSS change in this analysis (β = -.03, SE = 0.15, t(60) = -1.63, p
= .11, r = -.19, CI95% [-.40, .04]), dissociation continued to predict greater symptom
improvement significantly (β = -.80, SE = 0.40, t(64) = -2.03, p < .05, r = -.23, CI95% [.43, -.01]).
PTSD Diagnosis
Twelve (7.5%) patients met criteria for PTSD at baseline (5 in CBT, 7 in PFPP).
Though comorbid PTSD did not predict change overall (β = -0.95, SE = 0.60, t(136) = 1.58, p = .84, r = -.12, CI95% [.-.27, .03]), PTSD status significantly moderated treatment
outcome (β = 1.71, SE = 0.85, t(134) = 2.02, p < .05, r = .16, CI95% [.00, .31]): Patients
with PTSD improved more in CBT (β = -2.70, p < .01) than in PFPP (β = -0.79, p < .17; β
= -1.91, SE = 0.82, t(134) = -2.32, p = .02, r = -.18, CI95% [-.33, -.03]). Among patients
without PTSD, rates of change in CBT and PFPP did not significantly differ (β = -0.19,
SE = 0.21, t(136) = -0.89, p = .38, r = -.02, CI95% [-.17, .14]). That said, within each
condition, patients with PTSD did as well as their PTSD-free counterparts in CBT (β = -
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0.77, SE = 0.61, t(131) = 1.27, p = .21, r = .10, CI95% [-.10, .25]), as was true in PFPP (β
= -0.95, SE = 0.60, t(136) = -1.58, p = .12, r = -.12, CI95% [-.27, .03]).
Panic Severity
Panic severity upon entering treatment was not a significant predictor of overall
improvement (β = -0.19, SE = 0.17, t(132) = -1.13, p = .74, r = -.09, CI95% [-.24, .07]).
However, it did significantly moderate outcome (β = 0.45, SE = 0.21, t(132) = 2.13, p =
.04, r = .17, CI95% [.01, .31]). Probes of the Predictor x Time x Treatment interaction
revealed that patients with low (1 SD below average) initial severity improved more in
CBT than in PFPP (β = -0.75, SE = 0.29, t(134) = -2.57, p = .01, r = -.20, CI95% [-.34, .05]), whereas at average and high (1 SD above average) levels of severity the two
therapies did not significantly differ (rs < .12, ps > .14).
Comparison of Effect Sizes to Levels of Clinical Agreement
A Pearson correlation analysis revealed that the effect size of a given predictor
was inversely related to the percentage of clinicians endorsing that variable as a barrier to
CBT in Wolf and Goldfried’s (2014) survey, r = -.30, p = .24: Contrary to expectations,
the more clinicians agreed that a variable constituted a treatment barrier, the smaller the
variable’s observed effect in predicting outcome. It would have been preferable to test
this relationship with a mixed-effects model to account for the dependence in these data,
but the necessary data for such an analysis were not available to us. Nevertheless, a
recent simulation study found that Pearson’s r was among the best estimates of the
correlation between repeated measures, performing comparably to a correlation
coefficient derived from a mixed-effects model (Shan, Zhang, & Jiang, 2020). Therefore,
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while the test of statistical significance may be of limited validity, the medium-size
correlation remains highly descriptive.
Discussion
In line with the APA’s mission to increase dialogue between clinicians and
researchers (Goldfried et al., 2014), this study evaluated whether 17 clinical intuitions
about barriers to improvement in CBT for panic disorder were empirically borne out.
Based on results from a survey of practitioners in the community (Wolf & Goldfried,
2014), clinicians’ beliefs about barriers to CBT were evaluated with data from a two site
trial comparing CBT to PFPP for adults with panic. Results indicated that none of the
factors perceived by clinicians to be treatment barriers were predictive of poor outcome.
In fact, the one variable that did emerge as significant—tendency to dissociate—
predicted symptom change in the opposite direction: The presence of dissociative
symptoms was related to improved, rather than diminished, response to both CBT and
PFPP. This result aligns with the unexpected finding that, overall, level of clinician
agreement was inversely related to the strength of a predictor at a medium-sized effect.
Though the majority of factors examined were not overall predictors of outcome in this
study, moderation analyses revealed that CBT fared better than PFPP for patients with
comorbid ADIS-diagnosed PTSD and those with less severe panic upon entering
treatment. By testing a wider range of candidate predictors—many of which were novel
or understudied—this study adds to a literature characterized by limited success
identifying replicated predictors of CBT outcome and minimal research on treatment
moderation.
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That dissociating during panic attacks was predictive of improved outcome in
both treatment arms was unexpected. This finding is at odds not only with clinicians’
intuitions, but also with two previous studies that have linked dissociation among panic
patients to diminished response to drug therapy (paroxetine; Gulsun, Doruk, Uzun,
Turkbay, & Ozsahin, 2007) and CBT (Michelson, June, Vives, Testa, & Marchione,
1998). That said, the latter study used a retrospective design that assessed dissociation
years after treatment, thus confounding these symptoms with treatment response. Both
studies, moreover, examined dissociative experiences broadly defined rather than
specifically in the context of panic attacks, which may help to explain the discrepant
findings. While some authors have posited that panic-bound dissociation lies on a
continuum ranging from normative dissociations (e.g., daydreaming) to full-fledged
dissociative disorders (e.g., Mendoza et al., 2011), others have found that panic patients
rarely dissociate outside the context of panic attacks (e.g., Ball, Robinson, Shekhar, &
Walsh, 1997), leading these authors to argue that dissociation during panic is separable
from other forms of dissociation, and may be supported by distinct underlying processes.
Thus, it may be important to study dissociation during panic attacks independently from
broader dissociative tendencies.
To our knowledge this is the first study to examine dissociative symptoms during
panic attacks as a predictor of panic treatment outcome, whether in CBT or dynamic
therapy. Notably, the statistical significance of this finding may reflect Type I error, as
we did not correct for multiple comparisons to preserve power, and given that this study
represents a first pass test of several novel predictors. As such, it is important that this
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finding be replicated. Nevertheless, if it is the case that dissociating during attacks leads
to improved outcomes, perhaps this is true because dissociation protects against
experiencing panic attacks as scary or dangerous, and thus against the development of
maladaptive beliefs (e.g., about the consequences and meaning of panic) that help to
maintain the disorder. While typically dissociation is viewed as an active defense strategy
against negative affect that can interfere with the integration of corrective information in
treatment (Jaycox, Foa, & Morral, 1998), dissociation during panic attacks might instead
reflect a more passive process resulting from perceptual distortion due to sensory stimuli
and attentional processes involved in the fight-or-flight (panic) response (Ball et al.,
1997). If so, dissociating during panic may represent a form of dissociation that is less
interfering than when used actively as an avoidance tactic—and a form of dissociation
that may even be adaptive. Perhaps in support of this account, there is some evidence that
the panic attacks of patients who dissociate are characterized by a less acute presentation,
involving more dizziness and faintness but less arousal-based (e.g., cardio-respiratory)
symptoms (Cox & Swinson, 2002). While panic sensations may last longer when
dissociation is present, the panic attacks themselves may be less dramatic and
frightening—possibly facilitating treatment.
Given that a sense of unreality is often a result of hyperventilating (Lickel,
Nelson, Lickel, & Deacon, 2008), it may also be that the CBT protocol’s strong focus on
breathing retraining in the earlier part of treatment was particularly well matched for
patients with dissociative symptoms. Beginning in CBT Session 5, patients were taught
about the effects of hyperventilation, and were introduced to diaphragmatic breathing
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techniques that they then practiced in between sessions. That said, this account would be
specific to the CBT arm, as PFPP did not include a similar emphasis on breathing
retraining.
Dissociation was not correlated with panic or agoraphobia severity in this sample,
suggesting that its effect is not simply an artifact of symptom severity. The presence of
dissociative symptoms was related to an earlier age of panic onset, consistent with prior
research (Cassano et al., 1989; Segui et al., 2000). Nevertheless, this association also
does not explain the finding: When both predictors were entered into the model, only
dissociation remained significantly related to improvement.
Just as Porter and Chambless (2015) consistently found that neither general nor
anxiety-specific comorbidity was prognostic of CBT outcome, comorbid PTSD alone
was not predictive of overall panic change in this sample. While this is the first study to
evaluate PTSD separately and prospectively, results are consistent with those from a
retrospective report (Michelson et al., 1998). Also novel is the finding that, among
patients with comorbid PTSD, panic symptoms improved more in CBT than in PFPP.
That CBT is well-suited to treat panic with comorbid PTSD is consistent with Teng et al.
(2008), who found that—even in the context of primary PTSD—CBT had moderate-large
effects in reducing panic symptoms. What remains unclear is whether CBT
simultaneously addresses panic and PTSD or is simply able to compartmentalize these
forms of pathology. In Teng et al. (2008), panic improved while no significant change in
PTSD was observed—suggesting that CBT may treat these disorders separately when
they co-occur. Nevertheless, as is true for comorbid MDD, GAD, and social anxiety
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(Keefe, Chambless, Barber, & Milrod, 2019), in our trial comorbid PTSD may remit in
CBT without being targeted directly: Of completers who entered CBT with PTSD, all
four had diagnostic remission of PTSD at post-treatment, though this number is too small
to permit strong conclusions. Panic-focused CBT may concurrently address PTSD
because the underlying mechanisms (e.g., avoidance, distorted beliefs) and interventions
(e.g., exposure) for these disorders are highly overlapping in the CBT model. If, for
instance, patients avoid trauma-relevant situations because reminders of the trauma may
precipitate a panic attack, exposure to these situations will combat avoidance related to
both diagnoses. Moreover, to the extent that panic resembles the fear response
experienced during the trauma, panic attacks themselves may serve as a reminder of the
trauma (Falsetti & Resnick, 1997), and interoceptive exposures dually target both panicand PTSD-related fear.
It may be that, for patients with comorbid PTSD and panic entering into dynamic
therapy, elements of Trauma-Focused Psychodynamic Psychotherapy (TFPP; Busch,
Milrod, Chen, & Singer, in press), an adaptation of PFPP for PTSD, may need to be
incorporated into treatment. Indeed, evidence from a case report suggests that TFPP
might be equipped to address PTSD and panic symptoms simultaneously (Busch, Nehrig,
& Milrod, 2019). Our results do not suggest that PFPP should not be used to treat panic
among patients with comorbid PTSD; to the contrary, patients with PTSD did as well as
their PTSD-free counterparts in PFPP. Rather, in cases where both CBT and PFPP are
plausible options for treating panic, findings indicate that patients with comorbid ADISdiagnosed PTSD might do somewhat better in CBT. That said, the ADIS is an imperfect
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measure of PTSD, given that patients might deny traumas in the initial interview’s two
screening questions that they subsequently report well into therapy. Indeed, a high
percentage of patients in this sample reported childhood trauma in another interview
measure (Kay, 2018), and we cannot be certain how many of these individuals had PTSD
that the ADIS failed to capture.
Pre-treatment panic severity is an understudied predictor of CBT outcome. Of
three existing studies, two found no relation between severity and outcome, while higher
severity predicted better response in the third (Porter & Chambless, 2015). That said, the
positive result in the third study may be due to the use of percentage change scores, as
individuals with more severe symptoms have more room to improve. Therefore, panic
severity’s lack of predictive utility in this study is generally consistent with extant
research. The finding that less severe patients fare better in CBT compared to PFPP,
however, is novel. Perhaps the closest analogue is Meuret et al.’s (2010) finding that
patients with lower levels of catastrophic cognitions did better in CT than in respiratory
biofeedback, offering another demonstration of CBT’s advantage for less severe
presentations of panic. However, precisely why less severe patients fared better in CBT
than PFPP is not clear. Given that this is the first demonstration of this effect, other
studies should pursue replication. Nevertheless, results tentatively suggest that patients
with clinical, yet less severe or debilitating, levels of panic symptoms should be matched
to CBT over PFPP.
Given our relatively large sample, findings that certain variables are not
significant outcome predictors may also be of note. Some, such as comorbid MDD and
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Axis I disorders, were already characterized by consistently null results (Porter &
Chambless, 2015). In other cases, the research was more mixed or limited. For instance,
anxiety sensitivity was not related to CBT outcome in three of four studies reviewed in
Porter and Chambless (2015), yet the fourth study (and a study published after this
review; Ino et al., 2017) found it predicted poor outcome. Our results add to the evidence
in support of those studies finding no relationship. Cluster B personality was another
understudied predictor with mixed support (Porter & Chambless, 2015); our findings add
to evidence that this pathology may not be related to panic outcome. In addition, several
non-significant predictors had not previously been examined. To our knowledge, this is
the first report of intelligence, prior therapy failures, unassertiveness, and specific beliefs
related to panic’s etiology, maintenance, and treatment (i.e., believing that panic is
biological, that stress or isolation contribute to panic, and that medication is necessary)
being unrelated to outcome.
Interestingly, none of the process measures examined proved to predict outcome.
Although elsewhere homework compliance has been shown to predict outcome in CBT
for panic (e.g., Cammin-Nowak et al., 2013), this was not so in our study—perhaps
because our measures captured homework quantity, whereas quality may be a stronger
predictor (Cammin-Nowak et al., 2013). Similarly, working alliance was not related to
outcome in the present study, though other investigations have linked better alliance to
improved outcomes (e.g., Haug et al., 2016). This discrepancy may be due to this study’s
reliance on therapist-rated alliance, given our focus on clinicians’ intuitions. Indeed,
Huppert et al. (2014) found that patient, but not therapist, contributions to the alliance
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predicted change in CBT for panic; similarly, stronger patient-rated alliance has been
shown to predict better outcome in this sample using a within-person approach
(Solomonov et al., in prep). That results may depend on whether patient- versus therapistrated measures of alliance are used underscores the need for therapists to administer a
patient-rated measure of alliance, rather than rely on their own impressions. Finally,
therapist adherence was not related to outcome, consistent with previous findings in CBT
for panic and other psychiatric disorders (Webb et al., 2011).
Among this study’s limitations was the inability to test multiple barriers endorsed
by clinicians in Wolf and Goldfried’s (2014) survey, for which this trial did not have
measures. Many of these variables were process factors (e.g., “stimulating panic in
session is difficult”) or otherwise novel predictors that would be valuable for future
studies to evaluate. Second, in some cases our operationalization of variables may not
have perfectly mapped onto what clinicians intended to endorse. For instance, although
“tendency to dissociate” was classified as a barrier “due to symptoms related to panic
disorder,” we cannot be certain that this item originally referred to dissociation during
panic attacks versus a broader tendency to dissociate. Moreover, our measures did not
capture patients who enter full-blown dissociative states in session. Such patients are
indeed challenging to treat. In other cases, we used proxies that did not directly measure
the perceived barrier. For instance, while we used prior therapy trials to approximate
pessimism due to previous therapy failures, prior therapy does not necessarily imply
failed treatment; it may be that these experiences were positive, but that patients have
since regressed or that they want to build on past improvements. Overall, results offer a
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test of clinical intuitions only to the degree that our measures capture clinicians’ beliefs.
Third, measures of stress and PTSD were characterized by modest reliability. As such,
further tests of these predictors are warranted. Fourth, while it would have been desirable
to include terms related to site in HLMs, our sample size precluded including such
complex interaction terms. Fifth, given our focus on CBT, it was beyond the scope of this
investigation to identify factors perceived by dynamic therapists to be barriers to
psychodynamic therapy for panic. It is likely that dynamic therapists hold different
beliefs about impediments to treatment, and that tests of these constructs would yield
different results. To our knowledge, no survey of psychodynamic practitioners
comparable to that of Wolf and Goldfried’s (2014) has been conducted.
These limitations notwithstanding, our findings yield several clinical implications.
Contrary to the belief held by over a third of clinicians that patients with dissociative
tendencies are those at risk of non-response (Wolf & Goldfried, 2014), results indicate
that therapists should carefully monitor the progress of those patients without dissociative
symptoms during panic attacks. Such individuals represent a minority of panic patients
(28% in this sample, comparable to rates reported elsewhere; e.g., 31% per Ball et al.,
1997), which may have contributed to their diminished responsiveness’s having gone
undetected. That the absence of dissociative symptoms was a negative predictor not only
in CBT but also in PFPP suggests that switching from CBT to a different panic-focused
therapy is not necessarily a solution for patients without dissociative tendencies; rather, it
is important to identify ways to modify CBT to make existing treatments more effective
for such patients. For instance, when patients report no dissociative symptoms, therapists
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might be prompted to assess for the presence and strength of maladaptive beliefs about
panic’s consequences that may ensue from particularly acute or frightening panic attacks.
This study also identified two moderating factors that may indicate when patients
are more likely to benefit from CBT than from PFPP—comorbid PTSD and less severe
panic. That said, because the number of patients with comorbid PTSD as diagnosed on
the ADIS was small (n = 12), this finding should be seen as hypothesis generating. In
general, moderators can be used to guide treatment selection and optimize outcomes
according to a personalized medicine approach, yet have been understudied in the context
of CBT for panic.
Perhaps the most impactful clinical takeaway relates to this study’s inability to
corroborate any of 17 commonly endorsed treatment barriers tested here, which should
caution practitioners against indiscriminately using personal intuitions to inform clinical
practice. To be sure, clinical intuition is not without value; such instincts may play a
critical role in case conceptualization and building rapport, and in some cases do have
demonstrable empirical merit. For instance, several treatment barriers endorsed in Wolf
and Goldfried (2014) have previously borne out in this trial’s data, such as having a
controlling and critical family (Chambless, Allred, et al., 2017), low motivation
(Chambless, Milrod, et al., 2017), and resistance to the directiveness of treatment
(Schwartz et al., 2018). Nevertheless, the relatively modest hit rate across studies
suggests that clinical intuitions related to treatment barriers may not always be reliable
signals, and should be harnessed cautiously and critically evaluated before informing
treatment planning decisions. This conclusion is further supported by the peculiar finding
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that level of clinician agreement did not map onto observed effect sizes, but was in fact
inversely related to the strength of a predictor. Indeed, this investigation underscores the
importance of research that incorporates input from front-line practitioners: Such research
can improve treatments not only by way of increasing dialogue between academics and
clinicians, but also by uncovering clinical misconceptions that regularly influence
psychotherapeutic practice, therapists’ optimism for their clients’ prognosis, and
decisions to apply versus forego CBT.
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Table 3.1
Descriptives, Clinician Endorsement, and Hierarchical Linear Modeling Results for Putative Predictors of PDSS Change
Prediction
Predictor

% Endorsed

M(SD) or #Yes(%)

β (SE)

t (df)

p

r (CI95%)

Moderation p

Axis I comorbidities1

34

1.48 (1.33)

0.07 (0.45)

0.15 (140)

.88

.01 (-.14, .16)

.88

Belief that anxiety is dangerous2

38

34.69 (11.74)

0.05 (0.11)

0.45 (139)

.65

.04 (-.12, .19)

.53

Belief that panic is biological

26

2.93 (1.81)

0.10 (0.06)

1.66 (133)

.10

.13 (-.03, .29)

.77

Cluster B personality traits1

55

2.34 (3.02)

-0.13 (0.32)

-0.41 (136)

.68

-.03 (-.19, .13)

.40

Dependency/unassertiveness

33

12.41 (7.17)

0.02 (0.02)

1.05 (139)

.30

.08 (-.07, .24)

.41

Depressed

32

43 (27%)

-0.02 (0.25)

-0.06 (144)

.95

-.01 (-.16, .15)

.16

Expect to need medication

49

3.31 (1.98)

0.08 (0.06)

1.46 (128)

.15

.12 (-.04, .28)

.65

Homework completion3,4

70

2.59 (0.40)

-0.19 (0.73)

-0.27 (63)

.79

-.03 (-.28, .21)

N/A

-0.10 (0.74)

-0.14 (60)

.89

-.01 (-.26, .24)

Sensitivity analysis
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Homework compliance3,4

70

1.65 (0.37)

Sensitivity analysis

-0.18 (0.70)

-0.25 (58)

.80

-.03 (-.28, .22)

-0.14 (0.71)

-0.19 (56)

.85

-.02 (-.27, .23)

N/A

Estimated intelligence quotient

34

105.76 (10.33)

0.01 (0.01)

0.92 (119)

.36

.08 (-.09, .25)

.20

Panic severity2

36

5.67 (0.76)

-0.19 (0.17)

-1.13 (132)

.74

-.09 (-.24, .07)

.04

Pessimism due to past therapy1,5

33

1.87 (1.68)

-0.04 (0.45)

-0.08 (119)

.94

-.01 (-.17, .16)

.61

Posttraumatic stress disorder

39

12 (7.5%)

-0.95 (0.60)

-1.58 (136)

.84

-.12 (-.27, .03)

.05

Social isolation1,2

39

2.39 (1.60)

0.03 (0.11)

0.25 (135)

.80

.02 (-.14, .18)

.61

Stress

48

2.73 (1.27)

0.07 (0.09)

0.85 (139)

.40

.07 (-.09, .22)

.65

Tendency to dissociate6

39

60 (72%)

-0.69 (0.35)

-1.95 (78)

.05

-.22 (-.41, .00)

.42

Present

60 (72%)

-1.73 (0.25)

-6.97 (71)

<.0001

-.61 (-.73, -.46)

Absent

23 (28%)

-1.04 (0.31)

-3.35 (68)

.001

-.35 (-.53, -.14)

-0.80 (0.40)

-2.03 (64)

.05

-.23 (-.43, -.01)

0.37 (0.34)

1.07 (62)

.29

.14 (-.11, .37)

0.36 (0.36)

1.00 (56)

.32

.13 (-.13, .37)

Controlling for age of onset
Therapist adherence3,4

26

5.13 (0.82)

Sensitivity analysis
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N/A

Working alliance3

36

4.91 (0.70)

Sensitivity analysis

-0.36 (0.22)

-1.65 (278)

.10

-.14 (-.30, .03)

-0.39 (0.22)

-1.80 (273)

.07

-.17 (-.33, .02)

Note: % Endorsed refers to the percentage of clinicians endorsing a variable as a treatment barrier per Wolf and Goldfried’s (2014)
survey. Prediction refers to the Predictor x Time interaction and moderation refers to the Treatment x Predictor x Time interaction.
Descriptives reflect the original (i.e., non-transformed, non-residualized) forms of predictors. PDSS = Panic Disorder Severity Scale.
1

Log transform was applied for analyses.

2

Residualized variable used in analyses (residuals of regressing predictor on baseline PDSS).

3

Models of predictors measured mid-treatment: (a) Calculated the slope effect beginning at Session 10 rather than baseline, and (b)

Included the residuals from regressing Session 10 PDSS (or, when unavailable, Session 5 PDSS) on baseline PDSS as a covariate.
Sensitivity analyses included only those individuals with a Session 10 PDSS, which did not alter results.
4

Measured in cognitive-behavioral therapy arm only.

5

Reporting Winsorized variable.

6

Values reflect the predictor’s effect on outcome over and above the main effect of treatment condition.
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